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LEFT HEART FAILURE 

Acute pulmonary edema may be the first sign 
of congestive heart failure. The attack occurs 
usually at night and the patient is awakened with 
severe dyspnea. He is forced to sit upon the side 
of the bed or beside the open window in order 
to obtain as much air as possible. These are 
anxious moments and although the initial acute 
attack may terminate fatally, the majority are 
helped if vigorous therapy is applied immedi- 
ately. 

Proper management is dependent upon a clear 
understanding of the mechanism. ‘This was de- 
scribed recently by Luisada in the Seminar of the 
Department of Medicine of the University of 
Illinois. He also listed the drugs used in treat- 
ment and described the use of alcohol inhalation 
in detail. The method increases effective air ex- 
change by counteracting the foam. For details 
the original article should be consulted. 

The treatment of acute cardiac failure includes 
other’ measures. Bed rest, preferably in Fowler’s 
position, allows maximum comfort to the strug- 
gling dyspmeic patient. Sedation with morphine 
and atropine also is indispensable because it helps 
to allay apprehension and anxiety. Demerol may 
be substituted especially when an idiosyncrasy 
to the drug exists. Oxygen via the aviator’s 
oronasal mask must be started immediately. The 
nasal catheter is a good substitute and the tent 
usually is reserved for later use. The tent is the 
most comfortable but not as useful in an emer- 
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gency because many precious minutes are wasted 
while trying to obtain an effective oxygen con- 
centration. 

Quabain or digitoxin also are used routinely 
by many authorities. To reduce the rise in vei- 
nous pressure, bloodless phelebotomy is gaining 
in popularity. In this procedure blood pressure 
tourniquets are placed on all four extremities 
and the cuffs are inflated to slightly higher than 
diastolic pressure. Every five minutes in regular 
rotation one of the cuffs is loosened gradually 
to reestablish the blood flow for a short time. In 
this way part of the circulating blood volume is 
trapped in three of the extremities at all times. 
When this fails, venesection is recommended and 
from 500 to 600 cc. is removed generally. 

Pulmonary dehydration is accomplished by in- 
jecting concentrated glucose solutions, 50 cc. 
with 50 per cent or 0.25 to 0.5 grams of amino- 
phylline intravenously. Later a mecurial diure- 
tic and a salt-free diet may be needed depending 
upon the cause. 


THE DOCTOR’S STORY 


The Rock Island County Medical Society 
celebrated the Fiftieth Anniversary of its re- 
organization, December 12, 1951. For several 
years a committee, under the chairmanship of 
Dr. Paul P. Youngberg, has been accumulating 
historical data for a book which was to be distrib- 
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uted on this occasion. 

The title of the book is “The Doctor’s Story”. 
This is unquestionably one of the finest county 
medical histories that has come to our attention 
in many years. Our Society records show that 
the first Rock Island Medical Society was organ- 
ized in 1848, at which time the Rock Island 
Medical School was in existence, and members 
of the faculty of the school were responsible for 
the development of a medical society. 

Even though only one class of 21 was graduated 
from the schoo) while it was in Rock Island, 
the Society existed for many years. The Illinois 
State Medical Society held annual meetings in 
Rock Island with the local society acting as host 
society in 1872 and again in 1882. The transac- 
tions of the Tllinois State Medical Society for 
these years give complete information relative 
to these meetings. 

Rock Island County has produced many out- 
standing men and women in the field of medi- 
cine over a period of 130 years, and many of 
these pioneer Hinois physicians and their work 
is well described in this fine book. Fort Arm- 
strong was built at Rock Island in 1816, as a 
result of three defeats suffered by American 
troops at this point during the War of 1812. 
Medical officers were stationed at Fort Arm- 
strong regularly until 1836. The last of these 
medical officers at the Fort was Dr. John Emer- 
son, whose name wil) forever be remembered as 
the man who brought the negro slave, Dred 
Scott, from St. Louis to Rock Island. After 
the death of Doctor Emerson, his widow moved 
to Massachusetts, leaving Dred Seott in St 
Louis, Although Scott filed suit for his freedom, 
the case was tried and retried, until it reached 
the Supreme Court. The well known Dred 
Scott decision and its effects are well known to 
all Americans. 

“The Doctor’s Story” gives much factual data 
concerning pioneer physicians in Rock Island 
County, the scourge of epidemics within the 
county, the founding of the first hospital, and 
the subsequent development of hospitals until 
today there are several fine institutions which 
well care for the needs of the rapidly growing 
Tri-Cities. 

The work of the present, or third Rock Island 
County Society, is presented in much detail. 
Everyone who reads the book will be well aware 
of the fact that this county medical society con- 


tinuously is looking after the health needs of a 
large community. 

Many photographs are used to increase the 
value of the book, some of these of physicians 
who arrived in the county as early as 1835. 
Likewise photographs of the present membership, 
a page of al) past presidents, hospitals, nurses, 
and historical spots in Rock Island County are 
shown. 

It is hoped that many other county medical 
societies in Illinois will present a complete medi- 
cal history of their counties in a similar publica- 
tion. This will materially aid the Committee 
on Medical History, and be valuable additions 
to the archives of the Illinois State Medica) 
Society for the benefit of future generations. 
The Society, and those responsible for the publi- 
cation of this fine book, are to be congratulated 


on the painstaking work they have done in de- 


veloping “The Doctor’s Story”. 


THE AESCULAPIAN MEDICAL SOCIETY 
OF THE WABASH VALLEY 


When the Aesculapian Society was organized 
in 1846, Dr. Banks was its first president, Dr, 
Washburn was elected president of this society 
(Oct. 1854) at its meeting in Paris, Illinois, 
Me later left Lawrenceville, moving in 1856 to 
Hillsboro, Illinois. He was president of the 
Illinois State Medical Society in 1876. 

The prevalence of disease as well as a desire 
to improve their methods of practice probably 
led to the organization of the Lawrenceville 
Aesculapian Society (mentioned above) in 1846. 
Physicians from Lawrence County invited those 
of Crawford and Wabash Counties to meet with 
them at Lawrenceville in 1846 and the society 
was organized with Dr. Elisha C. Banks as its 
president. In 1845 and 1846 an epidemic of 
cholera had swept through the country killing 
many people and it is interesting to speculate on 
what part this epidemic played in bringing this 
society into being. At any rate the physicians 
of these three counties felt the need of counsel- 
ling together so the society resulted. Ether was 
a new discovery then, and probably had an im- 
portant part in their discussions. At the first 
meeting of this society in 1847, thirty-three 
physicians from the three counties attended and 
two came from Vincennes. At this meeting 2 
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committee was appointed consist of Drs. David 
Adams and Elisha C, Banks of Lawrence County 
and Drs. J. M. Boyle and C. M. Hamilton of 
Crawford County and was instructed to take a 
petition to Springfield requesting the legislature 
to ineorporate the society. This was accomplished 
and Dr. Adams was the society’s first presi- 
dent after it was legally incorporated. Many of 
the doctors who have been mentioned above were 
charter members of the society. Its meetings 
were held in Lawrenceville during the next 
eight years, one each spring in May, and each 
autumn in October. The meetings lasted two 
days and the members rode in on their horses 
or came by stagecoach. 

The Lawrenceville Aesculapian Society was, 


and still is, a very active organization. In addi- 


tion to its educational functions, it pioneered 
in advocating a law to create a State Board of 
Health, to regulate the practice of medicine and 
to provide for proper registration of births and 


deaths and other vita) statistics. By 1894 the 


society had expanded rapidly and had members 


from Champaign and Vermilion Counties on the 
north to Wabash and Edwards on the south, 
In October 1854 the society met in Paris, Ili- 
nois and Dr. Thomas D. Washburn of Lawrence- 
ville was elected president. At this meeting 
Drs. Charles Johnson, 8. York, and C. A. Hunt 
were instructed to prepare a memorial and peti- 
tion to be presented to the State legislature “for 
the suppression of quackery”. Dr. Johnson was 
also requested to carry this petition to the legis- 
lature and to use his influence with the members 
of the legislature to secure the passage of a law 
which would protect the public from “the injury 
inflicted by medical pretenders”. On motion 
the societies’ secretary, Dr. F. R. Payne was re- 
quested to furnish a copy of the proceedings of 
this meeting to the editors of the Paris and 
Marshall papers, to the Vincennes Gazette and 
to the Northwest Medical and Surgical Journal, 
and that they be requested to publish the same. 
Committees were again sent to Springfield in 
1856 and 1861 advocating laws mentioned above 
but without success. In 1877 the Tllinois State 
Medical Society finally succeeded in finishing 
the work which the Aesculapian Society had 
started and a Medical Practice Act was passed. 
The committee sent to the legislature in 1861 
consisted of Drs. D., W. Stermont, William M. 
Chambers and John Ten Brook. Dr. William 
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M. Chambers of Charleston had been president of 
the Ilinois State Medical Society in 1860 and 
Dr. Thomas D. Washburn was president of the 
State Society in 1876 so these former Aescula- 
pian officers probably had a great deal to do with 


finally getting the Jaw passed since they were 
leaders in both societies. 


In the May issue (1945) of the Illinois State 
Medical Journal, Dr. Roland R. Cross, present 
director of Public Health, while describing the 
history of the Public Health ‘Movement in 
Illinois says, “This movement was the robust 
child of the organized medical profession of 
Ilinois. Born of the General Assembly of 1877, 
it may be said to have been conceived by the 
Aesculapian Society of the Wabash Valley in 
1856, after the death in infancy had followed 
several previous attempts at establishing, by 
legislation, an official State Health Agency’. 
A few paragraphs later Dr. Cross says, “Solid 
progress towards the creation of a permanent 
official Health Agency began in 1856 when the 
Aesculapian Society of the Wabash Valley, orig- 
nially organized in Lawrenceville in 1846 as 
the Lawrenceville Aesculapian Medical Society, 
appointed a committee to go before the General 
Assembly with the request that a law regulating 
the practice of medicine and requiring the 
registration of births annd deaths, be enacted. 
Again in 1861, the same society appointed a com- 
mittee for the same purpose. However, it was 
not unti] 1877 that these efforts bore fruit, when 
two laws, the Medical Practice Act, and the 
State Board of Health Act, were passed. Dr. 
Wm. M. Chambers of Charleston was one of the 


members of this first Board of Health. 


The Aesculapian Society is still a very active 
organization. Its members come from the two 
eastern tiers of counties from Vermilion and 
Champaign south to Wabash in eastern Tllinois 
and from a similar group of counties along the 
Wabash in western Indiana. Its one hundredth 
anniversary was celebrated in 1946 and a pro- 
gram of that meeting was presented to the com- 
mittee on medical history at the Springfield 
meeting of the Society in May, 1950. This pro- 
gram gives the names of the original members 
of the Society, other historical data and the fee 
bill of the Society. This Society is the oldest of 
its kind west of the Alleghany. H. M. C. 
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OUR ERA OF EXOTIC DISEASES 
AN HISTORIC DISASTER 


David J. Davis, M.D. 
State Medical Historian 


To understand the course of medical history 
in Illinois, or, for that matter, in almost any 
region of the Americas, one should revert to a 
time some 400 years ago, when the distribution 
of peoples as well as the disposition of their 
diseases were very different from what they are 
today. At that time probably the most signif- 
icant medical fact in the world was that the 
Eastern Continents were then heavily infected 
with transmissible diseases, whereas the Western 
Hemisphere was relatively free from them. 

The Spaniards, beginning in the 15th century 
with their discoveries and explorations changed 
all this in a relatively short space of time, and 
did so with results as depicted in the following 
statements. 

Columbus discovered America in 1492, thereby 
beginning among other great events, the era of 
exotic diseases in the western continents. His 
arrival was a dramatic moment in history in 
more ways than one. It was significant, as a 
stupendous scientific and geographic fact. It 
was likewise a stupendous medical fact, since 
soon thereafter many serious and deadly 
European diseases began to appear in America. 

There quickly followed four main develop- 
ments that affected the entire world in many 
wavs. All had their medical implications. 

First, was the fairly rapid early migration of 
human beings from both Europe and Africa to 
the Western Hemisphere and especially to Cen- 
tral and South America. 

Second, there began a diversion of wealth, 
mostly from Mexico and South America in the 
form of gold, silver and other valuable products 
into the world economy, affecting markets gen- 
erally and expanding world transportation. 

Third, there occurred the interchange on a 
large scale of varieties of both plants and animals 
between the several continents of the world, espe- 
cially between Europe and America. The result 
was the establishment of new markets, new in- 
dustries, new foods, new habits, and new diseases. 

And fourth, the wide dissemination of these 
diseases stimulated a study of their nature, their 
quarantine and their modes of treatment. This 
dissemination concerned almost entirely an east 


to west mass movement of many serious diseases 
toward the Americas. 

From the health point of view particularly. 
the arrival of the Europeans was a sad and tragic 
moment in history for all the American natives. 
During their 20,000 years (or whatever it may 
have been) of “splendid isolation” the Indian had 
fared well so far as communicable diseases were 
concerned. As earlier intimated, there is no 
evidence to indicate that there had ever occurred 
here in the Americas, catastrophes comparable 
to the great epidemics of the Dark and Middle 
Ages in Europe. 

As stated, both Europe and Africa were teem- 
ing with transmissible infections at that very 
period. If the world stage was set at that time, 
as has often been said, for a grand mass move- 
ment of people from Europe to America, we 
may also say that the stage was set for an even 
grander mass movement of disease along identi- 
cal routes. Naturally the two movements were 
inseparable at that time. For the most part 
quarantine and differential diagnosis were to 
come later. 

From the point of view of the natives, these 
mass movements were doubly serious. On the 
whole the Indians fought valiantly and often 
times successfully for 300 years against the en- 
croachment and domination of the Europeans. 
For this purpose they not only used effectively 
what weapons they had but they were past 
masters in taking advantage of the topographical 
features of the country. Again and again, when 
all else failed, they successfully eluded their 
white pursuers to appear in force later at some 
more advantageous point. 


But against the white man’s diseases, their 
armamentaria failed them almost completely. 
The reasons for this failure are four: First, 
during this 20,000 year period their protective 
and immunizing mechanisms against foreign 
diseases had never been awakened or created. 
Against many of the diseases, they were able 
to present little or no resistance. Their bodies 
furnished seemingly a fresh and favorable media 
for these exotic predatory parasites; or at least, 
for most of them. Unlike some other primitive 
peoples, they were acutely susceptible to practi- 
cally all infections. The results were most 
disastrous, to say the least. The native popula- 
tion soon began to decrease. Even to the present 
day, the mortality rates of the Indians from 
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exotic diseases with few exceptions have been 
devastating. 


Second, not having “lived” with these foreign 
diseases, they had not discovered or devised ways 
and means whereby they could protect them- 
selves, or cure or control the diseases. They 
were lacking both in drugs and in techniques. 


Third, their way of life was such that for 
several reasons, (food, hunting, war, climate, 
habits, etc.) many of the tribes, with a few ex- 
ceptions, were more or less constantly on the 
move, often remaining perhaps only a few days 
at a single location. This practice was com- 
mendable from the standpoint of sanitation and 
no doubt was a favorable factor in the promo- 
tion of health. But adversely, this custom of 
moving their camps at frequent intervals or 
taking long military and hunting excursion re- 
sulted in the dissemination of contagions, at 
times with great rapidity and over wide areas. 
Such excursions were no doubt responsible for 
the early transmission of diseases from the At- 
lantic and eastern areas to the far interior in- 
cluding the Illinois country, expeditions, for 
example, such as the Iroquois engaged in time 
and time again. 


Fourth, it is generally agreed that their unex- 
plained fondness for and susceptibility to alcohol 
were the direct causes of such demoralization, 
poverty, and irresponsibility that many diseases 
were thereby promoted and many other disastrous 
results soon became inevitable. 


It should be emphasized that the degenerative 
and old age diseases of the white and negro 
peoples from Eurafrica were found to be not 
essentially different from those afflicting the 
American Indians. These diseases included ar- 
thritis, (probably in several forms), asthmas, 
respiratory affections (allergies?), starvation and 
its associated diseases, rickets, scurvy, goiter, 
tumors and the results of numerous accidents 
and war injuries. 


In sharp contrast with these diseases and 
processes were the behavior of the predator and 
parasitic organisms which found in the Amer- 
icis a new environment so favorable that they 
were able to continue their epidemic devastations 
for 400 years. Only in the 20th century is the 
incidence of such epidemic diseases approaching 
the low level that prevailed before 1492 A.D. 
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FACTS ABOUT A.M.A. DUES 
FOR 1952 


1. American Medical Association membership 
dues for 1952 are $25.00 

2. Fellowship dues for 1952 have been abol- 
ished. 

3. American Medical Association membership 
dues are levied on “active” members of the As- 
sociation. A member of a constituent association 
who holds the degree of Doctor of Medicine or 
Bachelor of Medicine and is entitled to exercise 
the rights of active membership in his constit- 
uent association, including the right to vote and 
hold office as determined by his constituent as- 
sociation, and has paid his American Medical 
Association dues, subject to the provisions of the 
By-Laws, is an “active” member of the Associa- 
tion. 

4, American Medical Association membership 
dues are payable through the component county 
medical society or the constituent state or ter- 
ritorial medical association, depending on the 
method adopted locally. ; 

5. Commissioned medical officers of the 
United States Army, the United States Navy, 
the United States Air Force or the United 
States Public Health Service, who have been 
nominated by the Surgeons General of the 
respective services, and the permanent medical 
officers of the Veterans Administration and the 
Indian Service, who have been nominated by 
their Chief Medical Directors, may become 
Service Fellows on approval of the Judicial 
Council. Service Fellows need not be members 
of the component county or constituent state or 
territorial associations or the American Medical 
Association. They do not receive any publica- 
tion of the American Medical Association ex- 
cept by personal subscription. If a local medi- 
cal society regulation permits, a Service Fellow 
may elect to become an active member of a com- 
ponent and constituent association and the 
American Medical Association, in which case he 
would pay the same membership dues as any 
other active member and receive a subscription 
to The Journal of the American Medical As- 
sociation. 

6. An active member of the American Medical 
Association may be excused from the payment 
of American Medical Association membership 
dues when it is deemed advisable by the Board 
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of Trustees, provided that he is partially or 
wholly excused from the payment of dues by his 
component society and constituent association. 

The following may be excused in accordance 
with this provision: (a) members for whom the 
payment of dues would constitute a financial 
hardship as determined by their local medical so- 
cieties; (b) members in actual training but not 
more than five years after graduation from medi- 
cal school; (c) members who have retired from 
active practice; (d) members who have reached 
the age of 70, on request, and starting January 
1 following the 70th birthday. and (e) members 
who are called to active duty with the armed 
forces (exemption begins July 1 or January 1 
following entrance on active duty). The last 
two categories are excused from A. M.°A. regard- 
less of local dues exemptions. 

?. Active members of the American Medical 
Association are not excused from the payment 
of American Medical Association membership 
dues by virtue of their classification by their 
local societies as “honorary” members or because 
they are excused from the payment of local and 
state dues. Active members may be excused 
from the payment of American Medical Associ- 
ation membership dues only under the provision 
described in Paragraph 6 above. 

8. American Medical Association membership 
dues include subscription to The Journal of the 
American Medical Association. Active members 
of the Association who are excused from the pay- 
ment of dues will not receive The Journal except 
by personal subscription at the regular subscrip- 
tion rate of $15.00 a year. 

9. Members may substitute one of the special 
journals published by the Association for The 
Journal to which they are entitled as members. 

10. A member of the American Medical As- 
sociation who joins the Association on or after 
July 1 will pay membership dues for that year of 
$12.50 instead of the full $25.00 membership 
dues. 

11. An active member is delinquent if his 
dues are not paid by June 1 of the year for which 
dues are prescribed and shall forfeit his active 
membership in the American Medical Associa- 
tion if he fails to pay the delinquent dues within 
thirty days after the notice of his delinquency 
has been mailed by the Secretary of the Ameri- 
can Medical Association to his last known ad- 


dress. 


12. Members of the American Medical As- 
sociation who have been dropped from the Mem- 
bership Roll for nonpayment of annual dues 
cannot be reinstated until such indebtedness has 


been discharged. 


POLIOMYELITIS IN ILLINOIS AND THE 
NATIONAL FOUNDATION 


An interesting report was received recently 
showing the number of polio cases in Illinois 
during 1950 and 1951. With this report is 
given the research grants in Illinois in opera- 
tion, financed by the National Foundation for 
Infantile Paralysis, as of July 31, 1951. The 
factual data is herewith presented. 


1950 polio cases in; 1,916 
1951 polio cases in Illinois up to 

Spent in Illinois during 1950 for patient 

Spent in research nationally .......... $13,993,000.26 
Spent in research in Illinois .......... $ 575,466.42 


Research grants in operation in Illinois as of 
August 1, 1951: 
University of Chicago- Virus Research $ 63,726.00 
Scholarship and fellowship awards in Illinois as 
of July 31, 1953: 


Research: 
Postgraduate for Physicians: 
Ancillary Groups: 
Medical Record Library Science ............ 5 
Metical Social atte 22 
Physical Thetapy Training. owe 1 


Education grants made to Illinois Institutions as 
of July 31, 1951: 


Northwestern University .............. $113,840.22 
University of Illinois ..... 11,796.67 


Education grants in operation in Illinois as of 
August 1, 1951: 
Northwestern University .............. $ 15,100.00 
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At the annual convention of the Association 
of Military Surgeons held in Chicago in October 
1951, there was a symposium on Medical Man- 
power. Representatives of all government agen- 
cies as well as ones from the American Medical 
Association and the medical colleges were pres- 
ent. Their remarks were pertinent and worth 
while for wider distribution in the Medical 
Society. 

It is difficult to be specific for circumstances 
will alter situations. Will the fighting in Asia 
continue? How many troops will be sent to 
Kurope? How big a force will be authorized 
by Congress — 3,500,000 or more? Will still 
other situations develop? Consequently it is 
difficult to answer the question of medical needs 
exactly. And yet, some planning must be done 
both by the Government and, also, by the pri- 
vate physician who may have to alter plans in 
order to serve. 

At the present time it is estimated that by 
June 1952 the army will have 1,552,000 men, 
the navy 986,500 and the air force 1,061,000. 
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MEDICAL ECONOMICS 


The Medical Economics Committee. Chauncey C. Maher, Chairman, John R. Wolff, Co- 
Chairman, Edwin F. Hirsch, Carroll Birch, Hubert L. Allen, Frederick W. Slobe, Edward 
W. Cannady, Ford K. Hick, W. Robert Malony, Roland R. Cross, Alfred P. Bay, Frederic 
‘ T. Jung. 


Report of Manpower Conference 


Roland R. Cross, Jr., M.D. 
Chicago 


A great deal has been written about the ratio 
of physicians to men, such as 4 per 1,000. There 
is no such actual figure. Each department sets 
down how many hospitals, aid stations, dispen- 
saries, and so forth is needed, and, also, how 
many physicians (general medical officers and 
specialists) are necessary in each. After adding 
this and dividing into the total number of men, 
a ratio number is attained. This is altered as 
military tactics change — such as in the Korean 
War where casualties are flown back to what was 
previously far to the rear echelon but which to- 
day, although the distance is the same, the time- 
distance is much shorter. At the present time 
the ratio that is glibly mentioned is 3.7 physicians 
per 1000 men. At present all services, except 
the Public Health Service and the Veterans’ 
Administration, have an adequate number of 
physicians. However, the distribution is not 
satisfactory in all categories, in that, for ex- 
ample, all services need some senior officers to 
serve as chiefs of services and chiefs of sections. 
Some X-ray, Eye, Ear, Nose and Throat, Psy- 
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chiatrists, Physical Medicine, and Preventive 
Medical men are needed. But particularly 
chiefs of sections are needed. The draft makes 
available young physicians either directly or by 
forcing them into the volunteer reserves where 
they are available. Either way it does not give 
the services trained, older, clinically experienced 
men, 

If the air force is expanded, as is being dis- 
cussed, more medical officers above the present 
numbers will be needed. In fact, the shortage 
will be about 800 physicians. 

Disregarding for this discussion, the possible 
expansion of the air force or any other depart- 
ment, the Defense Department need about 14,000 
physicians for a combined force of 3,500, 
000 men. The air force is authorized 1000 
regulars but has 640. The navy is authorized 
approximately 2500 but has about 1550. The 
army is authorized 2200 and has a few over 
1600. Thus at the present time, out of 14,000 
physicians roughly 4,000 are regulars and 10,000 
are in for temporary service. 

In Considering the temporary active duty 
physicians, the volunteer reserve officer is at 
present, scheduled to serve for 24 months and 
the reserve officer who has been called to active 
duty involuntarily is scheduled to serve 17 
months; 

In June 1951 there were 6135 medical 
graduates. Next year there will be 6200 and for 
the next two years after that there will be 6400. 
Of these about 350 are women. Approximately 
20 to 25% are rejected for physical disabilities. 
Thus roughly there are 4500 male medical gradu- 
ates available each year for active duty. Now, 
one must remember that for the next several 
vears the medical class will have a large group 
who are veterans of World War II and, thus, 
will be in Priority #4 upon graduation. Thus 
the number of 4500 is reduced to about 2500 
for the next several years. Obviously it is im- 
possible to keep 10,000 men on active duty at 
all times, with 2500 men available unless the 
services use physicians who have graduated pre- 
viously. 

Thus it will be necessary to move into Priority 
#2 in the spring of 1952 in order to get re- 
placements for physicians now serving but who 
will have to be discharged since the law states 
the reserve officer cannot be required to serve 
for more than 24 months. It is anticipated that 


under present requirements (and the world 
situation is not steady) the Priority #3 men 
will start being called by the spring of 1953. 
A physician who graduated prior to 1940 and 
who has not had any active duty probably will 
not be required to serve unless the overall situa- 
tion changes. The physician who has graduated 
since then probably will have had at some time 
in his life, active defense service (most have 
already served). The year 1940 is a rough ap- 
proximation. 

The weakness that is being studied is in the 
category of the older more mature physician 
who can lead a fairly large group of younger 
medical officers in the field of medicine. These 
physicians, in the reserve corps, in many cases 
will be in the inactive reserve and will have had 
previous experience in World War II. Every 
effort will be made to get some of them to vol- 
unteer to serve the second time, but, if sufficient 
numbers are not found, additional ones will! 
have to be ordered to active duty. 

It behooves all physicians to keep posted on 
military medical policy. In particular the 
physician should read and be interested in the 
proposed legislative changes in the reserve officer 
program with its categories of (1) ready re- 
serve, (2) standby reserve, and (3) retired 
reserve, 

The effect of this military situation will be 
felt by the civilian hospital. It must be recalled 
they expanded their number of residencies from 
5000 prior to World War IT to more than 18,000 
by 1950. About 25% of these residencies were 
unfilled this year and it is estimated that about 
40% will be unfilled next year. 

The Veterans’ Administration has approxi- 
mately 4000 full time physicians, 5000 part time 
(consultant and attending) physicians, and 
about 2500 residents. A number of hospitals 
are still being built and these will require staff- 
ing. The permanent program calls for 174 
hospitals and 131,000 beds. It will be necessary 
not only to get new men for the increased num- 
ber of hospitals but, also, to replace the phy- 
sicians lost to the Defense Department (because 
25 to 30% hold reserve commissions) and to 
private practice (with the overall medical short- 
age, physicians are finding it more lucrative to 
leave the V.A. and go into private practice). 


One should remember that the law, which was 
passed by Congress, allowing medical officers 
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$100 a month in addition to their regular salary 
expires next year. Unless it is passed again, a 
medical officer will receive the same salary, 
grade for grade, as his counterpart in other 


sections of the service. 


The above is a summary of the two hour sym- 
posium on manpower. It does not quote any 
man or any service directly, but it is felt that 
it furnished information which all medical per- 
sonnel should know in making plans for their 
future. 


YOU ARE INVITED TO THIS 
CONFERENCE 


Every doctor in Illinois is probably familiar 
with the two-fold educational program of the 
Chicago Medical Society. The second phase of 
it, namely, the Eighth Annual Clinical Confer- 
ence, is now in the process of formation. It wiil 
be held at the Palmer House March 4, 5, 6, and 
7, 1952. Those who have attended previously 
know that lectures on the newer aspects of medi- 
cine will be foremost on the schedule. 

Each year the Society presents something of 
especial interest to those attending this Confer- 
ence. This year there will be a repetition of the 
program of demonstrations with all new material 
in addition to the regular series of lectures. These 
demonstrations will include the presentation of 
patients. carefully selected scientific movies, the 
application of useful diagnostic procedures and 
other features interesting from an educational 
standpoint. There will be 34 lectures on subjects 
of especial interest to those active in the various 
fields of medicine. Each lecture will be one- 
half hour in duration. The faculty which has 
been assembled represents outstanding teachers 
combed from the entire medical world. 

The scientific exhibits alone will require plenty 
of study to get the most out of each one. They 
have been selected with care and will present 
visually some of the most recent advances in the 
medical world. The technical exhibits, too, are 
both helpful and time-saving. The wealth of 
material presented which is designed to be help- 
ful in the care of the sick, is truly amazing. Not 
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only will this be an opportunity to meet old 
medical friends but one may improve their medi- 
cal outlook to their very best advantage. 

The Chicago Medical Society Clinical Confer- 
ence should be marked on every doctor’s calendar 
right now. It is a great educational activity in 
a great medical center. This meeting has justly 
earned the reputation as being one of the most 
outstanding medical conferences in the country. 
There is no registration fee for members of the 
Society, others pay a fee of $5.00. 


BOOKLET ON CARE OF BED PATIENTS 


A 12-page instruction booklet on the care of 
the bed patient’s skin, titled “On Guard Against 
the Wear and Tear of Lying Abed” is now avail- 
able. 

This concise, explicit little book has been pre- 
pared by two nursing instructors for the guid- 
ance of Graduate or Student Nurses, and to 
save the time in directing home nursing pro- 
cedures. It covers: The Skin and Its Functions, 
Care of the Skin, General and Local Effects of 
Dry Skin, and Prevention and Care of Skin Ir- 
ritations which May Result from Frequent 
Washing. 

Copies are available now in any desired quanti- 
ty to physicians, hospital administrators, gradu- 
ate nurses, nursing instructors. Distributed 
without charge by Edison Chemical Company, 
30 West Washington, Chicago 2, Illinois. 

As an added convenience to physicians request- 
ing 50 or more copies name, address, and office 
hours will be imprinted on booklet without cost. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR MARCH 


Doctor Herbert R. Kobes, director of the 
University, of Illinois Division of Services for 
Crippled Children, has released the March 
schedule of clinics for physically handicapped 
children. The Division will conduct 15 general 
clinies providing diagnostic orthopedic, pedi- 
atric, speech and hearing examinations along 
with medical social and nursing services. There 
will be 4 special clinies for children with rheu- 
matic fever and 2 for cerebral palsied children. 

Clinics are held by the Division in coopera- 
tion with local medical and health organizations 
and groups, hospitals, civic and fraternal clubs, 
and other interested groups. Any private phy- 
sician may refer or bring to a convenient clinic 
any child or children for whom he may want 
examination or may want to receive consultative 
services, 

The March clinics are: 

March 4 — Centralia, Franklin School 

March 5 — Joliet, Will Co. T. B. Sanitarium 

March 5 — Rock Island (Cerebral Palsy), 
Foss Home, 3808—8th Avenue 

March 6 — Jacksonville, Passavant Hospital 

March 11 — Peoria, St. Francis Hospital 

March 11 — East St. Louis, St. Mary’s Hos- 
pital 

March 12 — Hinsdale, Hinsdale Sanitarium 

March 12 — Alton, Alton Memorial Hospital 


CORRESPONDENCE 


March 13 — Elmhurst (Rheumatic Fever), 
Memorial Hospital of DuPage County 

March 13 — Springfield, St. John’s Hospital 

March 14 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

March 19 — Evergreen Park, Little Company 
of Mary 

March 19 — Metropolis, American Legion 
Home 

March 20 — Rockford, St Anthony’s Hospital 

March 25 — Peoria, St. Francis Hospital 

March 25 — Effingham (Rheumatic Fever), 
Douglas Township Building 

March 26 — Aurora, Copley Hospital 

March 26 — Springfield (Cerebral Palsy), 
Memorial Hospital 

March 27 — Bloomington, St. Joseph’s Hospi- 
tal 

March 27 — Watseka, American Legion Home 

March 28 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 


CANCER CYTOLOGY CENTER 
SEMINAR 


The Division of Training of the Cancer Cy- 
tology Center of the Dade County Cancer In- 
stitute, an affiliate of the Medical Research 
Foundation of Dade County in Miami, Florida 
announces its second one-week seminar for phy- 
sicians to be held at the Institute from April 
21st-25th inclusive and immediately preceding 
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the annual convention of the Florida Medical 
Association. 

The Seminar on Cancer Cytology will also 
include a conference on Carcinoma In-Situ. 

Instruction will be under the supervision of 
Doctor J. Ernest Ayre, Director of the Institute 
and its research staff. More than twenty out- 
standing local and visiting physicians and scien- 
tists will compose the faculty. 

This first School of Cytology in Florida an- 
ticipates enrollment from local, State and region- 
al areas as well as from the Caribbean. 

The general course of instruction in cancer 
diagnosis and cytology will include lectures, 
demonstrations and symposia, covering the vari- 
ous branches of medicine as related to cancer, 
including clinical, cytological, surgical and _his- 
topathological fields. 

Interested physicians should direct their in- 
quiries regarding qualifications, registration, 
fees and other details to the Director of the 
Dade County Cancer Institute at 1155 North 
West 14th Street, Miami, Florida. 

Applications for registration, limited to 35 
physicians, will be accepted through April 19th. 


FEE BASIS PHYSICIANS CANNOT 
PRESCRIBE ALCOHOLIC BEVERAGES 
FOR VETERANS 


This office is in receipt of a telegram from 
the Chief Medical Director of the Veterans 
Administration, Washington, D.C., stating that 
information reaching that office “indicates that 
some fee basis physicians are prescribing alco- 
holic beverages in connection with authorized 
out patient treatment” of “veteran patients.” 

“Existing VA regulations prohibit prescrib- 
ing alcoholic beverages for outpatients and this 
restriction extends to prescribing by fee basis 
and designated physicians. With other suitable 
recognized therapeutic agents available whiskey 
and other alcoholic beverages are not considered 
appropriate for prescription order for outpatient 
use. . . . Pharmaceutical associations being ad- 
vised . . . prescriptions for alcoholic beverages” 
issued “after January 15, 1952” will not be 
honored. 

While there has not come to our attention a 
single infraction of this regulation by any phy- 


sician in the instance of the Veterans Adminis- 
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tration contract with the Illinois State Medical 
Society, it will be appreciated if you will give 
these instructions suitable publicity in your next 
issue of the Illinois State Medical Society 
Journal. 
B. A. COCKRELL, M.D. 
Chief Medical Officer 
Veterans Administration 
Chicago 6, Il. 


POSTGRADUATE COURSE 
IN CHEST DISEASES 


The Fifth Annual Postgraduate Course in 
Diseases of the Chest sponsored by the Coundil 
on Postgraduate Medical Education and the 
Pennsylvania Chapter of the American College 
of Chest Physicians and the Laennec Society 
of Philadelphia, will be presented at the War- 
wick Hotel, Philadelphia, Pennsylvania, March 
24-28, 1952. 

A program covering the entire field of heart 
and lung disease is being arranged. Dr. Cheval- 
ier L. Jackson, Philadelphia, President of the 
American College of Chest Physicians, is chair- 
man of the postgraduate course committee. 

Physicians interested in attending the post- 
graduate course are invited to communicate with 
the Executive Offices, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 
11, Illinois. 


SUMMER CAMP FOR DIABETIC 
CHILDREN 


A summer camp for diabetic children will be 
opened for the fourth season under the auspices 
of The Chicago Diabetes Association, Inc. from 
July 1, 1952 to July 22, 1952 at Holiday Home, 
Lake Geneva, Wisconsin. 

In addition to the regular personnel of the 
camp, there will be a staff of dieticians and resi- 
dent physicians, trained in the care of diabetic 
children, furnished by The Chicago Diabetes 
Association. 

Boys and girls, ages eight to fourteen years 
inclusive, will be accepted at a fee of $120.00 
(which covers the three week camping period 
and transportation from Chicago). Fee reduc- 
tions may be arranged when considered necessary. 


(Continued on page 77) 
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ORIGINAL ARTICLES 


Bronchoscopic Problems in the Newborn 


Paul H. Holinger, M.D., and Kenneth C. Johnston, M.D. 
Chicago 


Many procedures are used to start respiration 
in the newborn infant. Most of these have been 
developed by obstetricians and in the majority 
of cases, these methods are successful and no 


further help is necessary. However, when the 
infant is unable to breathe normally or respira- 
tion fails to progress satisfactorily, further assist- 
ance is sought and the pediatrician, the anesthe- 
siologist and the bronchologist may be called. 
This paper deals with problems encountered 
when bronchoscopic assistance is required for di- 
agnostic or therapeutic procedures. 

By far the most frequent diagnostic or therapeu- 
tic indication for bronchoscopic examination in 
the newborn is the aspiration of mucus from the 
tracheobronchial tree. The clinical picture of an 


infant with secretions in the tracheobronchial 


tree is that of respiratory obstruction with physi- 


From the Bronchoscopic Clinics of The Children’s Me- 


morlal Hospital, and the Department of Otolaryn- 
golegy, University of Illinois, College of Medicine, 
Chicago, HMlinois, 


Presented before the General Assembly, 111th An- 
nual Meeting Illinois State Medical Society, May 24, 


1951, Chicago. 


cal examination demonstrating rales and rhonchi 
throughout the chest. The signs and symptoms 
of respiratory obstruction in the newborn are 
similar to those of obstruction of the airway of 
a patient of any age. There is an increase in the 
respiratory effort and rate, restlessness, indraw- 
ing of the epigastrium and suprasternal notch 
and increasing cyanosis as anoxia progresses. 

A rapid examination of the infant may reveal 
certain signs of great value in localizing the 
point of obstruction. If the obstruction is phar- 
yngeal in origin, the infant will have a muffled 
cry as though it had a bolus of food in its mouth. 
This is sometimes designated as a “mashed po- 
tato” cry. If the obstruction is laryngeal, efforts 
at crying will be seen, with the facial expression 
that of the crying infant, but no sound other 
than possibly a high-pitched squeaking cry will 
be heard. he infant with tracheal obstruction 
will have a normal cry but physical findings 


of bilatera) obstruction; if the obstruction is 
bronchial, unilateral signs of bronchial obstruc- 


‘tion will be detected on physical examination. 


In most cases of respiratory obstruction in the 
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newborn that require bronchoscopic assistance, 
time is available for a rather thorough evaluation 
of the problem. While speed may sometimes be 
essential in an effort to provide an airway, careful 
study of the history, physical examination, and 
x-rays are essential and should not be by-passed 
in any but the most extreme cireumstances. The 
diagnostic study begins with questions relative 
to the delivery: Its duration and severity, and 
the type and dosage of pre-delivery sedatives 
given the mother. It is important to determine 
the technics of resuscitation used in the infant 
since repeated attempts at catheterization of the 
larynx may in themselves create edema causing 
respiratory obstruction. Other questions relate 
to the character of the infant’s nursing — 
whether it is associated with coughing and re- 
gurgitation as might be seen in infants who have 
congenital esophageal atresia with a_ tracheo- 
esophageal fistula or infants with pharyngeal 
paralysis due to cerebral birth trauma. 

Beside the routine physical examination of the 
chest, the character of the fontanel and the deep 
reflexes are of significance in determining the 
possibility of cerebral injury. A digital exam- 
ination of the pharynx should be made to note 
any obstruction in the pharynx at the base of 
the tongue such as a thyroglossal duct cyst which 
may be easily identified by this examination. 
The digital examination of the postnasal space is 
also important since obstruction of the postnasal 
space due to a choanal atresia may produce ex- 
tremely severe respiratory obstruction in the new- 
horn. 

In the dyspneic infant, one of the most im- 
portant examinations is the x-ray study of the 
neck and chest. Nevertheless, frequently in the 
emergency of respiratory difficulty, one may be 
tempted to inspect the tracheobronchial tree be- 
fore completing this study. Not infrequently 
the obstetrician or the pediatrician is reluctant 
to remove the infant from the nursery for such 


v-ray studies. In this case, a portable film might 
suffice to give valuable information not readily 


detected on physica) examination. The portable 
x-ray machine may be brought to the door of 
the nursery, measurements obtained, the film 
cassette placed on a table and covered with a 
sterile towel. The infant is then taken quickly 
fron its oxygen incubator, placed on the towel, 
photographed, and returned to the oxygen at- 
mosphere of the incubator. Should time permit, 
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a more detailed examination would be of great 
value; this examination would include the an- 
teroposterior chest film, a lateral film of the neck 
for soft tissues, and in certain cases, a fluoro- 
scopic study of the esophagus using lipiodol as a 
contrast medium. 

As mentioned above, the problem of aspiration 
of mucus from the tracheobronchial tree in the 
newborn infant is the most common indication 
for bronchoscopic examination in infants from a 
few hours to a few days of age. This may be ac- 
complished by aspiration of the trachea after 
exposure of the larynx with a laryngoscope, using 
a metal, rubber-tipped Samson aspirator passed 
directly between the cords, or by actual broncho- 
scopic aspiration with a bronchoscopic aspirator 
inserted into the branch bronchi under direct 
vision. However, there must be evidence of suf- 
ficient mucus in the tracheobronchial tree as in- 
dicated by rales and rhonchi throughout the 
chest and by patchy areas of atelectasis on x-ray, 
to warrant this procedure. Previous blind cath- 
eter aspiration may have resulted in laryngeal 
edema and the endoscopist must determine its 
degree before inserting a bronchoscope between 
the cords. [f sufficient laryngeal edema has de- 
‘veloped to cause obstruction the procedure must 
be altered or a tracheotomy considered. If there 
is a rapid recurrence of rales and rhonchi 
throughout the chest after careful aspiration, 
one must look for more serious lesions such as 
a paralysis of the pharyngeal reflexes or an esoph- 
ageal atresia with a tracheo-esophageal fistula. 

Congenital anomalies of the air and food 
passages are frequently found to be responsible 
for respiratory obstruction in the newborn. Ob- 
structing lesions in the pharynx and larynx con- 
sist of choanal atresia, thyroglossal duct cyst at 
the base of the tongue, congenital laryngeal 
stridor caused by a marked flaccidity of the 
structures of the larynx, congenital laryngeal 
web, and other congenital laryngeal cysts which 
partially or almost completely occlude the air- 
way. The thyroglossal duct cyst at the base of 
the tongue may be treated by needle aspiration 
to give prompt relief of dyspnea. The infant 
with congenital laryngeal stridor requires no 
therapy since while there is a stuttering type of 
crowing inspiration that increases in severity un- 
til the infant is 6 months of age, it then gradually 


disappears spontaneously. 
Obstructing lesions of the trachea consist of 
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stenosis, webs and the absence of tracheal carti- 
lage which results in a flaccid trachea and marked 
inspiratory stridor. Congenital lesions com- 
pressing the trachea can produce a similar pic- 
ture, and these most notably are the vascular 
anomalies and an enlarged thymus. 

The multiplicity of anomalies of the bronchial 
tree and the lungs themselves present many 
bronchoscopic problems in newborn infants. 
Areas of obstructive emphysema suggest the 
possibility of congenital bronchial webs or con- 
genital lung cysts. In recent years the increas- 
ing number of cases of bronchial obstruction due 
to congenital cardiovascular anomalies has been 
a most interesting finding. ‘These anomalies 
may produce obstructive emphysema of a lobe 
or an entire lung or, as in the case of a double 
aortic arch with a vascular ring, a_ bilateral 
obstructive emphysema may result from the 
vascular compression of the trachea. A right- 
sided aortic arch may obstruct the right main 
bronchus sufficiently to produce obstructive 
emphysema of the right lung. Obstructive em- 
physema or atelectasis of the left lung may result 
from partial or complete compression of the 
left main bronchus by unusual anomalies of 
either the heart or the great vessels. 

A complete atelectasis of one lung or one lobe 
of the lung is a definite indication for a broncho- 
scopic examination in a newborn infant. An 
effort is made to re-aerate the lung tissue which 
apparently is not expanding because of an ob- 
struction to the bronchus leading to that lobe or 
lung. A mucus plug may be found responsible 
for the obstruction, but a web or even a complete 
absence of that section of the lung may likewise 
be found on bronchoscopic examination. Agen- 
esis of a complete lung has been found in two 
of our patients. 

Technic.—Aspiration of the tracheobronchial 
tree of the small infant is done through a small 
infant sized laryngoscope which is used to ex- 
pose the larynx. The most satisfactory aspirator 
is a rubber-tipped metal Samson aspirator which 
can be directed into the trachea and either 
bronchus quickly and safely. The aspirator has 
a thumb valve to allow intermittent suction and 
thus prevent constant negative pressure as the 
aspirator is advanced into the tracheobronchial 
tree; the intermittent suction prevents the aspir- 
ator trom adhering to the mucosal walls. 

For more adequate direct inspection of the 
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tracheobronchial tree, the same laryngoscope may 
be used to expose the larynx and a bronchoscope, 
3 mm. x 20 cm., may be used for direct inspec- 
tion of the major bronchi and their lobar 
branches. . However, the procedure must be 
limited in time to a very few minutes since the 
local reaction of the laryngea) structures de- 
velop in direct ratio to the duration of the pro- 


cedure. 


There are certain dangers and contraindica- 
tions to instrumentation of the airway in the 
newborn infant. Jf the infant appears to have 
respiratory obstruction but there are no rales or 
rhonchi in the chest, a very careful search for 
other pathology than the simple retention of 
mucoid secretions must be made. In such cases, 
one should be prepared to do a tracheotomy be- 
fore proceeding with the direct examination, 
since a tracheotomy may be deemed necessary 
when the actual obstructing lesion is discovered 
and evaluated. In cases of respiratory obstruc- 
tion without rales or rhonchi in the chest, there 
is little probability that the simple broncho- 
scopic aspiration will relieve the obstruction. 


Evidence of extensive cerebral birth injury is 
found very frequently when the bronchoscopist 
is called to aspirate the tracheobronchial tree of 
an infant who obviously has secretions in the 
trachea and bronchi that require aspiration to 
clear the airway. While such infants have many 
signs that point to the obvious diagnosis of re- 
tained secretions, one also notes that there is 
an absence of deep reflexes of the arms and legs 
and no motion of the completely flaccid ex- 
tremities. In such cases, the pharyngeal re- 
flexes are likewise abolished or lost, and the se- 
cretions in the trachea are due to the aspiration 
of pharyngeal secretions. Such infants have 


difficulty or a complete inability to swallow and . 


any fluids given by mouth increase the respir- 
atory obstruction if they are not promptly aspir- 
ated. In spite of the obvious presence of fluid 
in the trachea and bronchi of such infants, one 
should be very guarded in aspirating the tracheo- 
bronchial tree directly either with a Samson 
aspirator or with a bronchoscope, since any in- 
strumentation or manipulation of the infant in 
this stage is likely to increase the cerebral dam- 
age rather than materially assist the infant’s 
respiration. Almost constant pharyngeal suction 
with a small catheter is to be preferred, the 
child being placed in slight Trendelenburg posi- 
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tion to permit dependent drainage of the trachea, 

Repeated attempts at laryngeal catheterization 
invariably results in laryngeal edema. Conse- 
quently, in infants who have respiratory obstruc- 
tion, the endoscopist must be aware of this pos- 
sible eventuality and be prepared to do a trache- 
otomy if the findings in the larynx indicate that 
an obstruction has occurred at this site due to 
the trauma. Only a direct examination of the 
larynx will reveal the nature of the obstruction 
A: bronchoscope passed into the 
trachea will facilitate the operation, making 
possible a tranquil tracheotomy instead of an 
emergency procedure and providing the infant 
with an edequate airway during the operation. 

The mere presence of patchy areas of atelec- 
tasis throughout the lung is not in itself a suffi- 
cient indication for tracheal aspiration or bron- 
choscopie examination. The lung of the new- 
born infant expands slowly and requires a week 
or two for complete aeration. In premature in- 
fants, the expansion is much more slowly ac- 
complished than in full term infants. There- 
fore, if the infant appears to be improving, it 
is expedient to wait and postpone any direct 
procedure provided that aeration continues and 
other areas of atelectasis do not develop. 


in such eases. 


Two types of foreign bodies have been found 
to cause respiratory obstruction in newborn in- 
fants a few days of age. The accidents have oc- 
curred in an identical manner in the five cases 
of each type of foreign body that have been 
observed. One foreign body is the thumb tack, 
the other a small open safety pin. Beautiful 
lace-lined bassinets having lace frills around the 
sides and across the small curtain top are re- 
sponsible for the thumb tack accidents. The 
lace is fixed to the bassinet with thumb tacks 
and as the infant lies on his back, crying, the 
thumb tack in each case has fallen into the open 
mouth where it quickly enters the hypopharynx 
and cervical esophagus to produce severe ob- 
struction to the trachea by compression. The 
second foreign body, the small gold safety pin, 
is usually swallowed because the pin is used to 
close the top of a gown used in the christening 
ceremony. The gown is loosely pinned and the 
infant’s mouth gets under the upper part of the 
gown. The drooling of saliva moistens the gown 
and as the mouth moves back and forth under 
the little collar, the pin opens and is swallowed. 
In one of the infants under a month of age in 
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whom this foreign body was found, the foreign 
body was lodged in the trachea. In the other 
infants, the foreign body was lodged in the 
esophagus and produced respiratory compression. 
Only by roentgen examination could these ob- 
jects be demonstrated since the history of a 
foreign body was not obtained in most instances. 
SUMMARY 
1. Bronchoscopy in newborn infants may be in- 
dicated for aspiration of secretions but, when a 
bronchoscopic examination is necessary, usually 
other more severe pathology is present. This 
pathology is generally a congenital anomaly of 
the air or food passages. 
2. A brief, rapid inspection may indicate the 
source of the obstruction. A muffled type of 
ery suggests that the obstruction is in the 
pharynx and may be due to a thyroglossal duct 
cyst or even a choanal atresia. If the effort at 
crying is lysty, and yet the cry is hoarse, squeaky, 
or absent, the obstruction is probably in the 
larynx and may be due to a web or a cyst of the 
larynx or a foreign body. In the infant who 
shows obvious signs of bilateral respiratory 
and pulmonary obstruction, but in whom there 
is a fairly clear cry, the obstruction will be found 
to be due to a lesion of the trachea, such as a 
web, a compression or a tracheomalacia. Uni- 
lateral obstruction with rales, rhonchi and ob- 
structive emphysema or atelectasis of one lung 
or a lobe of a lung, suggests the presence of a 
web, congenital atelectasis, bronchial cysts, or a 
cardiovascular anomaly. If symptoms of res- 
piratory obstruction are associated with feed- 
ing, the esophagus may be suspected as the 
cause of the aspiration of fluid. Such lesions as 
congenital esophageal atresia with tracheoesoph- 
ageal fistula, or a tracheoesophageal fistula 
without atresia, should be considered. 
3. An x-ray is absolutely essential in establish- 
ing the diagnosis; a pneumothorax or either of 
the foreign bodies mentioned may be present 
and this must be determined prior to any endo- 
scopic procedure. 


4. One should always be prepared to do a trache- 
otomy before bronchoscoping a newborn infant, 
not because of complications due to the broncho- 
scopy, but because of the pathology which ne- 
cessitated the bronchoscopy. 

5. Contraindications for bronchoscopy in the 
newborn are cerebrovascular accidents and pneu- 
mothorax. 
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Drug Addiction in Chicago 


John J. McLaughlin, M.D., 
and 
William H. Haines, M.D. 


In a communication to the Journal of the 
American Medical Association' by the U. S. 
Commissioner of Narcotics on September 23, 
1950, it was stated: “While there has been a 
disturbing revival in the heroin traffic to this 
country from Europe and the Near East since 
World War II, with a consequent rise in addic- 
tion among young ‘hoodlums’ in several of the 
larger cities in various sections of the country, in 
at least two states where we have just recently 
conducted surveys on the prevalence of drug 
addiction, we have been able to find only one 
addict in every 25,000 population. This com- 
pares very favorably with the one in 10,000 re- 
ported by the Army Service Forces during World 
War II, and the one in 1,500 reported by the 
Army during World War I. 


“With regard to the use of drugs among ado- 
lescents we are finding that, as in the past, it 
does not exist to any extent except as noted 
above; practically all of these users have com- 
mitted crimes before the use of drugs was begun. 
The average youth does not generally come into 
contact with this mode of dissipation or with 
the purveyor of illicit drugs in particular. It is 
extremely unlikely that addiction to narcotic 
drugs will ever become prevalent among the 
average youth with an average environment. 
The price of drugs as sold in the illicit traffic 
alone is a deterrent to their use by youth whose 
small means would not enable them to become 
lucrative customers. It now costs $5 to $15 a 
day to maintain a drug habit.” 


Chicago is the first city in the United States 
to have a court dealing solely with narcotic 
charges. This court was established on April 2, 
1951 as a branch of the Municipal Court of Chi- 
cago, housed in the building of the Criminal 
Court of Cook County and has been presided over 


From the Behavior Clinic, Criminal Court of Cook 
County. 
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Chicago 


by the Honorable Gibson E. Gorman. To date 
(September 11, 1951) 6,518? cases have been 
disposed of in the Narcotics Court. Between 
April 1 and September 11, 1951 the House of 
Correction of the City of Chicago had received 
1,104 inmates from this court. During August 
1951 there were 11 who were 17 years of age, 
48 — 18 to 20 years of age, 57 — 21 to 25 years 
of age, and 24 — 26 to 50 years of age. Figures 
were not available for racial origin. 

On September 10, 1951 there were 378 drug 
addicts in the Cook County Jail, or 27.3% of the 
total jail population. These were 90% colored 
and 10% white. 88.3% were male and 11.7% 
female. Of the male 92% were colored and 8% 
white. Of the females 79.6% were colored and 
20.4% were white. Of the males 82 were under 
20 years of age, 182 were 21 to 27, 48 were 28 to 
35 and 22 were over 35. 

In Chicago the addict formerly was prosecuted 
under a city charge which carried a fine up to 
$200.00. If the addict was unable to pay the fine 
he was sentenced to work it out at the House of 
Correction at $2.00 a day on a city charge, or 
$1.50 a day on a state charge. 

On May 3, 1951 a new Narcotic Act was signed 
by Governor Adlai Stevenson of Illinois, under 
which it is possible to sentence narcotic offenders 
to jail for possession, for a period of one to five 
years. It also provides imprisonment in a pen- 
itentiary for a term two years to life for selling 
narcotics to any person under 21 years of age. 

Chapter 38, 192.23 of the Illinois Uniform 
Narcotic Drug Act, approved July 8, 1935 was 


amended May 3, 1951 to read as follows: (This 


is the section on penalties) : 

I. “Whoever violates this act by selling, pre- 
seribing, administering or dispensing any Nar- 
cotic Drug, shall be imprisoned in the peniten- 
tiary for a term of not less than one year nor 
more than five years for the first offense. 

“Whover violates this act by possessing, hav- 
ing under his control, manufacturing or com- 
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pounding any Narcotic Drug shall be fined for 
the first offense not more than $5,000.00, or be 
imprisoned for a period of not less than one-year 
nor more than five years, or both. For any sub- 
sequent offense the violator shall be imprisoned 
in the penitentiary for any term from two years 
to life. 

“Whoever violates this act by selling, prescrib- 
ing, administering, or dispensing any Narcotic 
Drug to any person under 21 years of age, shall 
be imprisoned in the penitentiary for any term 
from two years to life. 

“Whosoever is authorized in this act to man- 
ufacture, possess, have under his control, sell, 
prescribe, administer, dispense or compound any 
Narcotic Drug, who violates this act by failing 
to comply with any provision prescribed in this 
act for the exercise of such authority, for the 
first offense shall be fined not more than 
$1,000.00 or be imprisoned in the County Jail 
for a term of not more than five years, or both. 

“Any offense under this act shall be deemed a 
subsequent offense if the violator shall have been 
previously convicted of a felony under any law 
of the United States of America or of any state 
or territory, or of the District of Columbia rel- 
ative to Narcotic Drugs. 

II. “Whereas the ominous and ever present 
problem of Narcotics has recently become acute 
in many parts of the State, therefore an emer- 
gency exists and this act shall take effect upon 
its becoming a law.” 


In view of the generalized interest in narcotic 
addiction, and especially in the ‘teen age group, 
we have selected twenty-five youthful offenders 
who have given histories of the use of narcotics. 
We selected these in order to try to find a caus- 
active factor in drug addiction. These were re- 
fered to the Behavior Clinic* mostly from the 
Criminal Court of Cook County, and a few by 
the Municipal Courts of Chicago. 

Our material deals with 25 young drug addicts 
who were charged with various crimes ranging 
from possession of narcotics to various forms of 
armed robbery, auto theft, attempted burglary, 
tape, ete. All the patients were held in the Cook 
County Jail for periods varying from two weeks 
to ten months prior to examination. 25 unse- 
lected cases were chosen at random, which had 
passed through the Behavior Clinic during 1951, 
in which we had a history of drug addiction. Of 
the 25 unselected cases 24 were colored and one 
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was white. All were male subjects. The age 
range was from 17 to 24. The length of addic- 
tion varied from four months to five years. The 
drug of choice was heroin alone or in combina- 
tion with cocaine. Two cases of marijuana» 
smokers were among our group. Aside from the 
marijuana users the route of administration was 
found to be intravenous in 100% of the cases. 
These were heroin or heroin-cocaine addicts. 
The age group was as follows: 


17 years — 6 
18 years — 4 
19 years — 5 
20 years — 2 
21 years — 1 
22 years — 1 
23 years — 1 
24 years — 3 


The home situation in the vast majority was 
found to be undesirable, that is, either a broken 
home or involving much friction between the par- 
ents or the parents and the children, which ap- 
pears to have made a rather unstable household 
for the patient to identify himself with. 64% of 
the patients came from broken homes, that is, 
divorce or death of one or both parents prior to 
the patients’ reaching the age of 12. In addition 
four patients’ description of their homes led us 
to believe that one or both parents were seriously 
disturbed to the point where patients were 
unable to make a stable identification. Three 
patients described average home situations and 
two refused to give information regarding their 
homes, stating it was none of our business. 

The patients’ school records were surprisingly 
good. Aside from truancy and scattered re- 
bellious anti-social behavior, all 25 completed 
successfully eight grades, and 18 of the 25, or 
72% completed successfully a period of high 
school. 8 of the 25, or 32%, admitted excessive 
absenteeism and truancy. 

The patients’ personalities showed no common 
denominator. However, most experienced diffi- 
culty in handling hostile urges. 6 of the 25, or 
24%, stated that one of the reasons they took 
drugs was because of the fact it took away anger 
or the feeling of anger, and as a result anger, 
frustration or discouragement led them more 
and more to rely upon the pleasant responses of 
heroin or cocaine. The difficulty in handling 
hostility by the usual means is further evidenced 
by the findings that 15 of the 25, or 60%, were 
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enuretic to or beyond the age of 6. Psychiatric 
evaluation indicated that when the patient was 
able to make an indentification, this indentifica- 
tion was usually made with the mother. 

* Diagnostically it was felt that the majority 
was of the immature, unstable-personality type 
who made strong demands upon their environ- 
ment for response and recognition. With the 
frustration of these demands there appeared to be 
a tendency to break down into exhibitionistic, 
infantile thinking and behavior. 5 of our series 
were arrested and charged with possession. 20 
were charged with one form of larceny or at- 
tempted larceny. Of the total of 20 who were 
charged with crimes involving the taking of 
property, 17 of these crimes, or 85%, were di- 
rectly traceable to the use of narcotics and the 
need for additional funds to buy the drug. 

It was noted that patients were resistive about 
giving information regarding drug addiction un- 
til they were assured that the material gathered 
would not be used to punish them or members of 
their group who acted as agents. All who were 
asked about addiction would not give information 
as to the source of the drugs. The composite 
answer might be the following: “I have seen 
people sick. I have been sick myself sometimes, 
and when you need it badly you need it. I don’t 
want to rob anybody of a source of satisfaction.” 
All were asked if they would voluntarily enter a 
hospital for withdrawal if they were assured of 
a good withdrawal. Only two stated that they 
would voluntarily enter. All were asked about 
plans for the future. None had a concrete 
plan and, unfortunately, about 25% admitted 
that they would probably be back on the drug in 
a short time following release. All were asked 
about their initial introduction to the drug. 22 
of the 25 were introduced by friends as part of 
a social function. Two stated that they were 
taking the drugs because of curiosity and one 
marijuana smoker changed from alcohol to 
marijuana because of recurrent pyrosis and gas- 
tric distress. Only one of the 22 who were in- 
troduced by friends later bought drugs from the 
source of introduction. A composite answer to 
the question why they started on drugs might be 
as follows: “It’s fun; everyone in my neighbor- 
hood does it, why shouldn’t I?” Only one pa- 
tient of the 25 regretted the fact that he had 
taken drugs. 


It was noted that a fairly large percentage of 


the patients interviewed were exhibitionistic and 
at times bragged quite considerably about the 
amount of drugs used, their heterosexal ac- 
tivities and the number of arrests that they had 
experienced. Several of the patients had been in- 
terested in boxing. However, they had never 
gone beyond a very early amateurish phase in 
boxing. None of our group was married, and 
only one told of a stable relationship with a fe- 
male that appeared in any respect to be on an 
adult level. 

The mode of acquisition varied somewhat from 
patient to patient. However, the varying was 
fairly standard. Most of the patients, after their 
initial contact, were introduced to a source by 
their friends, though they felt that their friends 
received no percentage or particular help for 
acquiring new fields for sales. It was also noted 
that if one of the agents was unable to acquire 
drugs for sale on a particular day he would refer 
the patient to another salesman who was able to 
procure drugs during that period. All of the 
patients stated that after they had contacted a 
few salesmen they shopped around for better, that 
is, more concentrated drugs at lower prices. 
Many complained that recently the quality of 
heroin and cocaine dispensed was inferior, in 
that they felt it contained more lactose. In 
many cases they felt that it had been contami- 
nated with sodium amytal or one of the other sol- 
uble barbiturates. It must also be noted that the 
initial contact with the drug in all of our cases 
except the marijuana smokers was by means of 
intravenous route. In past experience it has been 
noted that many new addicts begin by means of 
internasal or oral, or intramuscular administra- 
tion, and only later on, as the need becomes more 
profound for a greater stimulation, the intra- 
venous use is chosen. Because of the fact that 
our patients began by means of intravenous ad- 
ministration, it is felt that they developed a 
higher tolerance and required much larger doses 
over a short period of time than if they had used 
it by some other means. 

In the past we have noted that many of the 
drug addicts develop malaria, as a result of con- 
tamination by needles which had been used by & 
large number of people. None of the patients in 
our series gave a history of having had an ep- 
isode of malaria. This we feel is attributable to 
the accessibility of needles and the fact that they 
are of low cost at the present. This gives each 
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patient an opportunity to own his equipment and 
therefore not depend upon other individuals for 
equipment for administration. Also, all of our 
patients were given elaborate information by 
friends, or by their source of drugs, regarding 
sterilization, proper methods of preparing the 
powder for injection, and the dangers of using 
contaminated needles. None of the patients gave 
a history of any cellulitis or inflammatory re- 
sponses following administration, though many 
had experienced sterile abscesses. Most of them 
received information from their friends on how 
to handle the sterile abscess. It has been noted 
by the personnel of general hospitals within the 
geographical distribution of the highest inci- 
dence of addiction, that numerous addicts hang 
around the hospital in order to get information 
from the residents, interne doctors or nurses, on 
how to handle sterile abscesses or cellulitis re- 
sulting from injections. 

It was noted that a fair number of the patients 
interviewed stated they belonged to a religion 
which is not usually associated with a high 
colored membership. Many of the patients 
questioned stated that they had been converted 
to a different faith and the primary reason for 
the conversion being that they felt better when 
they had identified themselves with a group 
which was primarily made up of people not of 
their race. This they felt made them stand out 
in some way from the rest of their society. 

It is interesting to note that only one of our 
series gave a history of alcoholism. None of the 
rest admitted to drinking to any great degree, 
even prior to addiction to drugs or during in- 
terim periods when they were not actively ad- 
dicted to narcotics. Only one of the patients 
gave a history of having had a venereal disease. 
This information we can consider as not being 
accurate, because of the normal tendency of 
prisoners to disclaim any activity that might 
bring upon them further condemnation by the 
authorities. 


Withdrawals by our patients were extremely 
disappointing. Two of the series had been with- 
drawn at Lexington Federal Narcotics Farm, 
Lexington, Ky. Both agreed that during their 
stay there they were treated very nicely and with- 
drawn by gradually decreasing doses of the drug 
to which they were addicted. Both stated that 
they received a certain amount of occupational 
industrial therapy there, which they felt was 
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beneficial to their general physical and mental 
condition. They also had some experience with 
group therapy. However, upon release from 
Lexington they were immediately re-exposed to 
an unaltered environment, which appeared to 
make readjustment extremely difficult for them. 
Both of the patients stated that they were again 
taking drugs within a few days after arrival in 
Chicago. Among our series were no individuals 
who had experienced withdrawal in the Illinois 
State Hospital system. 


The psychosexual adjustment of our patients 
in general was somewhat defective. Many of the 
patients expressed a compulsive heterosexual ad- 
justment which was totally suspended when the 
patients were placed upon heroin. It should also 
be noted that those among our group who took 
cocaine, experienced no loss of libido or no nar- 
cotic-induced impotence. 


Of our series 15, or 60%, had experienced one 
or more withdrawals. The total number of 
withdrawals of these 15 was 30, or an average 
of two withdrawals per patient. The age 
“at first withdrawal ranged from 14 to 24 years, 
with a mean age of 17.5 years. 7 of the with- 
drawals were done by the individual himself. 
This consisted of tapering off the usual dose of 
the drug involved and a gradual substitution of 
barbiturates. After the patient’s traumatic 
period was passed, the patient then began to 
decrease his barbiturate intake. 8 of our group 
were withdrawn in jail or at Lexington. The 
patients state that while being withdrawn in jail 
they received little, if any, method of tapering 
off. They were given a “tough kick.” The 
attitude observed during the description of their 
withdrawal in jail indicated that there was a 
certain amount of hostility generated. It was 
directed toward the authorities for having with- 
drawn the drug without the use of other medica- 
tion while in confinement. 


11 of our patients, or 44% were addicted to 
both cocaine and heroin. The average age of the 
mixed-dose addicts was 19.9. It must be 
noted that their cost of drug per day was some- 
what higher in this combination of drugs. The 
total cost was $225.50 for the 11 per day, with 
an average cost of $20.50. The mean age of 
this group was slightly above that of our group 
in general, ‘which indicates to us the accepted 
fact that there is need for new and more potent 
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mechanisms of satisfaction as the duration of 
addiction increases. 

The age of onset of first experience with drugs 
in our group ranged from the age of 13 to 22, 
with an average or mean age of 16.4 years. Of 
the 25 in our series 17, or 68%, took drugs while 
in school. It is interesting to note that, accord- 
ing to their histories, truancy decreased while on 
drugs. This they attributed to the fact that they 
did not want to attract attention for fear of be- 
ing picked up and found to be addicted to drugs. 
Therefore, during their period of addiction they 
attended school more regularly than prior to the 
onset of addiction. The patients discussed 
group meetings after school, during which some 
of the more fortunate members would share bits 
of drug with those who were unable to procure 
drugs that day. It must also be noted that there 
was no group-taking from the point of view of 
passing the needle around. Even patients in this 
young age group appeared to be relatively well 
instructed as to means of sterilization and pre- 
vention and treatment of blood diseases, or the 
production of pyogenic abscesses. The patients 
stated that during their addiction while in school 
they* were forced to keep their doses down be- 
cause of the short hours available for procuring 
money for larger doses of the drug. A common 
impression received from those among our group 
who took drugs while in school further bore out 
the feeling that drug addiction among this group 
takes on the characteristic of a social activity. 

As to masturbation, 8 of our series of 25 de- 
nied masturbation. 17 admitted masturbation, 
with the age of cessation ranging from 12 to 24, 
with a mean age of- 15.5 years. Among this 
group of 17 only 4 of the patients admitted to 
masturbation up to the time of commitment to 
the County Jail. 

Overall cost per day appeared to have a close 
relationship with the length of addiction, as 
might be expected. However, it must be noted 
that the over-all cost per day did not correlate 
positively with the age of the addict. 

The total cost per day for our 25 patients was 
$275.00, or an average cost per day of $11.00. 
This can be broken down into the average and 
total costs per day, according to each age group 
shown in Table 1. 

From these above figures it is evident that aside 
from the one patient in age 22 who consumed 
$25.00 per day, the maximum cost of the entire 
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TABLE 1 


AGE AVERAGE COST TOTAL 
° PER DAY EXPENDITURE 
17 $12.04 $72.25 
18 10.70 53.50 
19 4.95 29.50 
20 3.50 7.00* 
21 7.00 7.00 
22 25.00 25.00** 
23 505 50 
24 10.25 30.75*** 


*In this age group there were 2, 1 of whom 
used marijuana at a cost of 50c a day, the 
heroin cost $6.50 a day for the other. 

**Heroin-cocaine addict 
***This group included 1 at $1.25 a day, 1 at 
$4.50 and 1 at $25.00. 


age group, that is, average cost per day, was in 
the 17-year old group. This further supports our 
opinion that the young addicts who have been 
addicted for one or more years consume more 
drugs per day than individuals in the slightly 
older age group, and as previously mentioned 
we feel that this has a basis in the fact that 
their initial contacts to drugs were made by 
means of intravenous administration. 

The range in size of the family of the patients 
involved is interesting, in that it gives us a pre- 
dominance of only children or the youngest male 
child in a family. Of our series 16, or 64% of 
the entire group were either only children or the 
youngest male child. All of these individuals 
began to make excessive demands on their en- 
vironment and expected satisfaction of these de- 
mands. It might be concluded that a substitute 
for response from environment is achieved by 
means of imbibing in the drugs. 

The number of arrests varied. As might be 
expected from the data on average cost per day, 
it was noted that the number of arrests was 
greater among the younger age group, that is, 
17, 18 and 19. Beyond this group we found @ 
few who had had four or more arrests. However, 
the average number of arrests for the group above 
20 was 3. The average number for those 20 or 
below was 3.3. This figure does not appear im- 
pressive. However, if we consider the fact that 
those 20 or above had had an additional time to 
get into trouble, we wili then see that our group 
20 and below had many more arrests per year 
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TABLE 2 
AVERAGE NUMBER OF ARRESTS 
17 years — 2.8 
18 years — 2.4 
19 years — 2.2 
20 years — 6.5 
21 years — 2.0 
22 years — 4.0 
23 years — 2.0 
24 years — 3.0 


past the age of 12 than did our group 20 and 
above. See Table 2. 

Of our group of arrests, five were charged with 
allegedly possessing a narcotic. Of this group of 
5 all admitted to having narcotics in their pos- 
session, and the maximum amount on hand was 
said to be 114 to 2 days’ supply. 

As to the geographical region of our patients, 
they came from a relatively restricted area in 
Chicago. Of the total there were only 2 isolated 
users. These lived in the near southwest section. 
The group users had 3 in the near north side, 17 
in the south side and 3 in the far south side. 

We must conclude that our young addicts are 
not a specific type of personality that is predis- 
posed to addiction. True, they impressed us as 
being immature and unstable, and demanding 
more from their environment than could be sat- 
isfied. It appears that drug addiction has taken 
on the aspects of a social activity, and initial con- 
tacts are made in social activities. The correla- 
tion between drug addiction and crime in our 
series is alarmingly high. No plans for the fu- 
ture are evident in the minds of the addicts, and 


only two of our series felt they would want help 
while on drugs. 

RECOMMENDATIONS: Young addicts ap- 
prehended for reasons other than a breech of the 
law should be committed by the courts to a hos- 
pital or facility equipped to perform one of the 
acceptable substitute withdrawal methods. 

Voluntary patients who are addicts should also 
be admitted. 

While hospitalized, group therapy should be 
begun, and following release group therapy must 
be continued. 

Social service and psychiatric consultations 
would be essential. We would expect a rather 
high percentage of failures. However, this would 
at least provide a rational plan for handling the 
problem. 

In our series the addicts are over 90% Negro.® 
We feel it is a problem in the white areas as well 
as the Negro section and that if law enforcement 
agencies concentrate on white areas the racial 
ratio will be different. 

Criminal Court Building, 
2600 S. California Ave., 
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1, J.A.M.A, Sept. 23, 1950, Reply to Editorial J.A.M.A. 

July 15, 1950 
2. These cases will be reviewed by Dr. Harry R. Hoffman, 

Chief, Mental Hygiene Division, Chicago Board of Health. 
3. April — 351 

May — 166 

June — 157 

July — 265 

August — 165 
4. The Psychiatric Clinic of the Criminal Court of Cook 
County. 
Marijuana addict. 
The Negro population has been estimated at about 400,000 
for 1950, of a total population of 3,606,436 in Chicago. 
The Negro population in Chicago increased 42% in the 
past 10 years, while the white population increased 7%. 


DIABETIC CHILDREN (Continued) 
Physicians are requested to notify parents of 
diabetic -children-and to supply the names of 
children who would like to attend camp. Ap- 
plications may be obtained from, and inquiries 
should be addressed to: Service Unit, Chicago 
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Diabetes Association, 110 South Dearborn Street, 
Chicago 3, Illinois. 
prompt application. 


Limited capacity requires 


Alvah L. Newcomb, M.D. 
Chairman, 
Summer Camp Committee. 
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Practical Office Syphilology 


Leonard M. Schuman, M.D., M.Sc. 
Deputy Director, 


ilinois Department of Public Health 


The advent of penicillin in the therapy of 
syphilis has produced profound changes not only 
in the philosophy of therapeutic regimens but 
also in the locale of such therapy and the mech- 
anism of follow-up. Within this penicillin 
era, pharmaceutical research has yielded prepara- 
tion variants which, in themselves, have also 
greatly influenced the mode and locale of therapy. 

The earliest product was an aqueous prepara- 
tion of simple penicillin-sodium or -potassium 
which was rapidly excreted and required hospi- 
talization and “around the clock” administration 
for maintenance of adequate blood levels. Oil 
and beeswax suspensions then followed which 
made it possible to establish therapy on an ambu- 
lant basis, In rapid succession procaine-penicil- 
lin compounds were perfected and daily single 
doses could be employed. ‘Today procaine-peni- 
cillin with alumimum monostearate permits thera- 
peutic regimes in which the interval between 
injections may be prolonged to 4 days and the 
number of such injections limited to but two 
with adequate blood levels maintained for a 
period, of 8 days. 

In the arsenobismuth days syphilis seemed 
to bé* for the most part, the province of derma- 
tologists and syphiologists, but today with the 
relatively non-toxic, easily administered penicil- 
lin so readily available, the general practitioner 
sees by far the greater number of syphilis cases 
and more often undertakes the treatment of the 
vast majority of such cases. Because of the 
intricacies of arsenical therapy, its dangers and 
complications of use, the practitioner all too 
frequently denied himself the privilege of insight 
to such therapy, referred cases to specialists and 
Jost contact with advancing knowledge in syphil- 
is diagnosis, treatment and follow-up. 


When penicillin appeared upon the scene and 


Presented before the Section on Preventive Medicine 
and Public Health, 111th Annual Meeting, Illinois State 


Medical Sdciety, Chicago, May 23, 1951. 
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it became possible for every practitioner to treat 


syphilis without reluctance, the backlog of scien- 


tific information which had failed to reach his 
attention seemed overwhelming. Health depart- 
ments charged with the dual responsibility of a 
venereal disease contro] program and its efficient, 
economical operation have, in the provision of 
diagnostic and treatment services for indigents, 
had to keep abreast of the newer knowledge of 
venereology from the arsenobismuth days through 
the hospital rapid treatment programs to the 
present day ambulant therapy with depot penicil- 
lin compounds. The recognition of this fact has 
prompted the practitioner quite frequently to 
request consultation from the health department 
in diagnosis and treatment and numerous in- 
quiries are handled daily. This unheralded serv- 
ice, gladly given, has yielded to the health de- 
partment the-unrivalled privilege of being in a 
position to assess the existing gaps in knowledge 
and techniques and assist the private physician 
in skilled diagnosis and adequate therapy. My 
remarks today, therefore, will concern themselves 
primarily with those problems which appear to 
be common to the vast majority of inquiries and 
requests for consultation. These are the prob- 
lems which have arisen in part through rapid 
advances in syphilotherapy and in part through 
the practitioners self-denial of the care of syphi- 
litics in the treacherous days of arsenical therapy 
when reactions were common and lapse from 
treatment the rule. 

Darkfield Diagnosis—The busy practitioner 
has come a long way from the day when 
he would utilize the microscope purchased in his 
student days. Today all of his laboratory work 
is relegated to the private, hospital or State 
laboratories and, where competent techinicians 
for certain highly specialized techniques are not 
available, he all too often goes without valuable 
laboratory assistance. In primary syphilis, the 
stage in which the greatest chance of cure with 
adequate therapy resides, diagnosis is almost 
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solely a laboratory procedure. When one con- 
siders the fact that failure rates increase with 
delay in treatment even as between the case of 
primary syphilis with a negative serologic test 
and the case of primary syphilis with a positive 
serologic test, we can readily grasp the urgent 
need for darkfield diagnosis. When one considers 
the fact that chancres are all too often atypical 
in appearance and location and most often appear 
to be no more severe than a surface abrasion or 
denudation, diagnosis on morphology alone be- 
comes a mistake. Finally when one realizes that, 
though darkfield technique may be taught to any- 
one, it is tedious and requires an acquaintance 
with the morphology of the spirochete, it becomes 
obvious that such examinations must be per- 
formed in competent laboratories. 

To meet the need for such service especially 
in areas where laboratories for immediate ex- 
amination are not available, the Illinois Depart- 
ment of Public Health has, through its five 
branch laboratories, provided delayed darkfield 
kits which may be requested and used by any 
physician. Though equipped with full instruc- 
tions for use, several points should be emphasized. 
The lesion should be gently wiped clean with 
normal saline and abraded to produce an 
exudation of serum, but short of drawing blood. 
Serum is drawn up in the capillary pipettes pro- 
vided in the kit and both ends of the tube sealed 
with the wax preparation by pressing each end 
into the wax. The specimen is forwarded to the 
laboratory promptly. A negative result is not 
conclusive and repeat tests should be performed 
before treatment is instituted. Blood for the 
Kahn test should also be submitted and if dark- 
fields continue negative, treatment is delayed 
only in the face of continued negative serologic 
tests. Stigmatization with unwarranted therapy 
is all too common and if therapy is administered 
to the unproven seronegative primary, diagnosis 
in late relapse may be extremely clouded. 

Serologic Follow-up in Treatment of Gonor- 
rhea—Therapy of gonorrhea with 300,000 to 
600,000 units of penicillin has proven to be effec- 
tive in over 95% of cases. This dosage unfor- 
tunately is grossly inadequate for treatment of 
a concomitant infection with syphilis. In addi- 
tion, approx. 5% of such cases have concomi- 
tantly been infected with syphilis. Further- 
more this dosage may well mask the appearance 
of early infectious syphilis or delay the incuba- 
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tion period in the disease. It becomes a man- 
date therefore, that every case of gonorrhea not 
only receive the benefit of a blood test at the 
time of treatment but also at intervals for a peri- 
od of three months after such treatment. The 
interval may be a month but two-week intervals 
are preferred. 

Serologic Tests in Diagnosis.—Every practi- 
tioner has encountered the embarrassing positive 
Kahn test among applicants for marriage. 
Every practitioner has encountered a positive 
test among young men and women who are symp- 
tom free and deny all exposure. Couple this with 
the practitioner’s acquaintance with the patient 
over many years (some have been brought into 
the world by that physician) and it is easy to see 
the extreme reluctance with which a diagnosis 
of syphilis is made in such cases. It is all too 
easy to assume false-positivity in such cases and 
yet our obligation as physicians must be based on 
objective analysis rather than the dictates of 
emotionality, long acquaintanceship or apparent 
chastity of the patient. Certainly a virgin can 
have congenital syphilis and the patients who 
deny any visible lesions may have had intraure- 
thral or cervical chancres or no chancre at all. 
The patient who denies exposure may be conceal- 
ing an even greater stigmatization based on 
morality than the stigmatization of the disease 
itself. 

Certainly no patient should have a label of 
syphilis tagged on him on the basis of a single 
serologic test — repeat tests are necessary — 
and the same diagnostic considerations should be 
afforded the patient from the “wrong side of the 
tracks” as the patient who comes from a fine 
family, whom the physician has known for many 
years and who denies exposure or the previous 
existence of lesions. Routine contact investiga- 
tions have all too frequently disclosed exposures 
among the latter group. 

Practically, the most valuable factor in diag- 
nosis is the rapport which the physician estab- 
lishes with his reluctant patient. In venereology 
this rapport transcends the common patient- 
physician relationship and borders upon the psy- 
chiatric or priestly functions. Couple this with 
a careful thorough-going history and physical 
examination and the greatest portion of the job 
is done. False positivity is a more difficult diag- 
nosis to make and must be based on tangible 
evidence. Infectious mononucleosis, smallpox 
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vaccination and malaria commonly produce false 


positive tests. Intercurrent infections may do 
so and a host of other diseases may at times affect 
the serologic reaction but all these must be prov- 
en rather than assumed, for the ultimate benefit 
of the individual who may well have syphilis. 

Repeat tests should be performed but are of 
little avail if a careful history has not been ob- 
tained and a careful physical examination not 
performed, ‘The false-positivity of malaria or 
smalipox vaccination may remain for several 
months and if we have not ruled these out we 
are no closer to a true diagnosis. 

In many instances evanescent false-positive 
reactions are encountered and tests repeated at 
weekly intervals may reveal the true nature of 
the test. A declining titer and trend toward or 
return to negativity without therapy is usually 
a sign of false-positivity. 

All too often patients will fail to divulge earli- 
er disease and treatment because of embarrass- 
ment or reluctance to admit care under other 
physicians ; and a fluctuation between negativity 
and low-titer positives is frequently seen after 
treatment. This may also be true in pregnant 
patients in whom syphilis is notoriously made 
milder by the pregnancy. Repeat serologic tests 
over a more or less prolonged interval may assist. 
the physician greatly. In the end these are 
weighed with or against all other evidence de- 
rived from the history and physical examination. 

We have frequently received requests for ser- 
clogic tests other than the Kahn and it is as- 
sumed that the physician feels a Wasserman is 
more reliable or that a Kline or Mazzini will 
reveal more of the truth than will the Kahn test. 
Permit me to assure you that in states utilizing 
the Mazzini routinely, Kahn or Kline tests are 
frequently requested and in states utilizing the 
Kline, Mazzinis and Kahns are requested. This 
only serves to emphasize the diagnostic problems 
which are encountered everywhere. It must be 
remember that all these tests are of a high 
order of specificity and sensitivity and that a 
battery of tests may lead only to confusion if 
half are negative and half positive. What fur- 
ther can we say then for the patient who has a 
positive Kahn and negative Wasserman or vice 
versa other than that serologic tests be repeated 
at weekly intervals and preferably of the quanti- 
tat.ve variety for titer trends. 

A note is here in order on the Kahn verifica- 


80 


tion test. In some areas of the State it is not 
utilized often enough and in other areas all too 
much reliance is placed on it. As is true of all 
biologie tests, the Kahn verification test is not 
universally conclusive. Remember that the lab- 
oratory does not presume to make a clinical 
diagnosis. A verification test which is reported 
as a general biologic (false positive) reaction is 
of exclusive value only if the history is complete- 
ly negative, no evidence of infection exists and/or 
evidence of factors producing false-positivity are 
definitely elicited by other examination. All too 
commonly patients who have had treatment for 
syphilis fail to divulge this fact to the physician 
and now show low-titer positive Kahns which 
may reveal a biologic false-positive reaction on 
the verification test. Conversely the verification 
test is of no value after treatment has been in- 
stituted for false positive reactions may occur 
concomitantly with syphilitic infections or dur- 
ing declining titer phases and need not alter the 
previously established diagnosis. The test is of 
value as another laboratory adjunct to diagnosis 
when weighed in the light of other available 
evidence. 

Although of no present practical value to the 
physician, a new test has been discovered which 
may be a true test for syphilitic infection and 
assist, in the future, in separating true latent 
infections from false-positives. Known as the 
treponema immobilization test, it thus far shows 
a high correlation with true positives and seems 
to measure immunity rather than the reagin 
which affects the antigens used today. Serum 
of patients is mixed with living treponemes and 
injected into rabbit’s skin. If antibodies, indi- 
cating previous infection, are present, the activity 
of the spirochetes is quantitatively neutralized 
and no lesion appears. An infection of long 
standing or untreated usually yields a high 
amount of such antibodies. A primary infection 
or an early infection treated early reveals less 
circulating antibodies. 

Cord Bloods, Pregnancy Syphilis and Congeni- 
tal Syphilis—The greatest misconception in 
syphilology centers about the cord blood test. 
Cord blood for the most part reflects the condi- 
tion of the maternal circulation since reagin 
which affects the serologic test for syphilis dif- 
fuses across the placental barrier and enters’ the 
foetal circulation. Thus a pregnant patient with 
residual positivity after treatment may transmit 
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her positivity to the foetus even though the child 
is not infected. A positive cord blood is of little 
diagnostic value therefore except in the face of 
florid lesions of congenital syphilis. 

What, then, is the best serologic approach to 
diagnosis of congenital syphilis in the newborn 
especially since the majority of such cases are of 
latent or asymptomatic character at birth. It is 
known that maternal reagin in the infant’s cir- 
culation disappears gradually and by the second 
month of life is in the vast majority of infants 
completely gone. It is also occasionally true that 
a congenitally syphilitic infant may be negative 
at birth and reveal a rise in titer with significant 
levels by the second month. Finally an infected 
infant with a positive serologic test at birth will 
retain such positivity at the two-month mark. 
Considering these three factors, it becomes im- 
mediately obvious that, barring florid syphilis, 
the serologic diagnosis is best established when 
The cord blood at 
birth serves, then, in its only capacity, i.e, as 
a base line for interpretation of the two-month 
test. If the former is positive and the latter 
negative, the infant is mot infected ; if the former 
is positive and the latter positive, the infant is 
infected; if the former is negative and latter 
positive, the infant is infected. Wherever feasi- 
ble, x-ray of the long bones shortly after birth 
should be done and may yield evidence of a 
syphilitic periostitis and establish a diagnosis in 
advance of the serologic analysis. 

At times, venepuncture in the newborn will 
pose problems and in these, puncture of the jugu- 
lar or anterior fontanelle is recommended. 
Where difficulties are encountered and where a 
Health Department diagnostic and treatment 
facility is accessible, such infants are welcome 
for serologic testing and results will be relayed 
to the referring physician. Recently a filter 
paper test requiring but several drops of blood 
from puncture of the heel, finger or ear lobe was 
developed and although applicable in some areas 
of the country to mass testing programs, its 
sensitivity is apparently not high enough for 
use in the individual case. Progress is continu- 
ing on other micro tests which should prove to 
be a boon to early diagnosis of congenital syphilis. 

Serologic Follow-up After Penicillin.—By far 
the most common inquiry encountered by us and 
apparently reflecting the physician’s greatest con- 


the infant is 2 months of age. 


cern in syphilotherapy is the indication for re- 
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treatment after penicillin therapy. Physicians 
have been accustomed to treating patients under 
the now archaic arseno-bismuth schedules 
through many months and observing reversal of 
the serologic test during the course or toward 
the end of therapy. Some few have ignored the 
dictum of “treating the patient rather than the 
serologic test” based on the experience of the 
many eminent syphilologists. All too many pa- 
tients are being over-treated today as a result 
of the carry-over of misinterpretations, 

Reversal of the serologic test is slow and 
though penicillin therapy itself is compressed 
into a span of but one week, the lag between com- 
pletion of therapy and reversal to negativity is 
no different than the lag observed in arsenical 
therapy. This lag was merely obscured by the 
prolongation of arsenical treatment because of 
its toxicity. Recall the lag following intensive 
intravenous arsenical drip therapy. 

We cannot expect rapid reversal of the ser- 
ologic test following penicillin therapy. Decline 
in reagin is relatively slow. ‘The quantitative 
Kahn test is the best indicator of progress and a 
rigid schedule of monthly serologic tests should 
be adhered to, ‘Too many physicians request 
suggestions for retreatment stating that they 
have “just completed therapy and the blood test 
is still positive’. In early infectious syphilis, 
i.e., the primary and secondary stages, several 
months to a year may elapse before serologic 
negativity is achieved. In latent syphilis of less 
than 4 years’ duration, one to two years may 
elapse before negativity is achieved and in late 
latent syphilis a slight decline in titer may occur 
but in approximately 70% of such cases nega- 
tivity may never be reached. The problem of 
serofastness has not been solved by penicillin. 
Serofastness or sero-resistance which has de- 
veloped because of inadequate treatment earlier 
in the disease or no treatment until late in the 
disease cannot be attacked by penicillin any bet- 
ter than with arsenobismuth therapy. Exten- 
sive follow-up in research centers has revealed 
that patients showing serofastness, but who have 
received adequate schedules of penicillin therapy 
will, in the vast majority of instances, not relapse 
nor progress to late manifest syphilis. These 
patients, after benefit of a careful physical ex- 
amination, including a spinal fluid examination 
to rule out any visceral involvement as a cause 
of the residual positivity, should be advised that 
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their disease is arrested and that they will proba- 
bly carry a positive test for life. In this way 
much can be done toward preventing absurd 
overtreatment and the patient’s “shopping 
around for a doctor who will cure his positive 
blood.” 

In the serologic follow-up after penicillin 
therapy two significant points must be stressed: 

1. Utilization of the same laboratory for all 
quantitative tests because of variations in 
sensitivity of antigens, and 

2. The relative insignificance of a single-tube 
rise in titer. 

This latter consideration is important in the 
decision to re-treat. A titer rise from 128 Kahn 
Units to 256 Kahn Units is but a single tube 
difference and could well be based on observa- 
tional error in reading of end points. However, 
when this occurs it behooves the physician to 
repeat tests at weekly intervals rather than wait 
until the next monthly test, so that the character 
of the rise may be quickly ascertained. If the 
rise continues to e.g., 512 Kahn Units, this is 
beyond observational error, indicates serologic 
relapse and clinical relapse is impending. Re- 
treatment at twice the previously utilized dosage 
within the same time period is indicated. 

Reprints of typical curves of serologic titers 
are available to you and contain the details of 
significant trends and indications for re-treat- 
ment. In general it may be said that: 

1. A rising titer indicates relapse and requires 
re-treatment even though the trend had 
previously been downward. 

2. In early syphilis an initial decline which 
has been arrested and remains at a plateau 
for 3-4 months may indicate failure and 
retreatment is indicated. 

3. A reduction to low-unit positivity (1-8 
Units) which may fluctuate with negativi- 
ty is satisfactory and requires no re-treat- 
ment. 

Karly syphilis should be followed serologically 
after treatment for no less than 1 year and latent 
syphilis may require 2 years of follow-up before 
reversal takes place, if it is to occur at all. 

Spinal Fluid Examinations :—The spinal fluid 
examination has been mentioned above. Good 
care of the syphilitic cannot be said to have been 
given if the patient has not had the benefit of 
a spinal fluid examination. Central nervous 
system involvement occurs quite frequently in 


syphilis even though it may, at the moment, be 
in a latent or asymptomatic phase. Although 
penicillin therapy is effective apparently in pre- 
venting progression of the disease in the central 
nervous system and although preliminary analy- 
sis of follow-up of veterans who received such 
therapy in service reveals effective prevention of 
neurosyphilis up to the 5 and 6 year mark, the 
indications for re-treatment are somewhat differ- 
ent from those in early infectious syphilis, if 
central nervous system activity is revealed by 
the spinal fluid. 

The most valuable test of CNS activity is the 
spinal fluid cell count. According to the Datt- 
ner-Thomas concept, activity is present only if 
the cell count is elevated above normal (more 
than 10 cells) and/or the protein is elevated 
above 37-40 mgm%. ‘The latter test may be 
performed by the laboratory after delay in ship- 
ment, but the cells die rapidly so that the count 
must be done on fresh fluid immediately after 
withdrawal. The colloidal gold test and spinal 
Kahn or Wasserman yield additional information 
as to type of involvement but respond very slow- 
ly or not at all after therapy so that these are 
poor indicators of activity. If treatment has 
been adequate we can expect decline in the cell 
count of protein to normal values in 3-6 mos. 

If activity of the spinal fluid, as indicated by 
abnormal cell counts or protein levels, is present, 
it may also account for residual serologic posi- 
tivity which otherwise would be attributed to 
serofastness. Re-treatment with higher doses 
of penicillin is indicated. Nine million units 
over a period of 15 days is usually administered. 
Fever therapy may be indicated but is at the 
present time reserved for cases of interstitial 
keratitis, primary optic atrophy and unrelieved 
(by penicillin) tabes. Other forms of CNS 
syphilis respond well to penicillin. 

Herxheimer Reactions :—Penicillin will pro- 
duce Herxheimer reactions just as did arsenicals. 
In early infections and latent syphilis, the com- 
monest manifestation is a febrile response, mild 
in character, which does not contraindicate con- 
tinuance and completion of therapy. Reduction 
of individual or initial doses has no effect on 
the rate of occurrence of such reactions so that 
this device of “desensitization” is of no value. 
The Herxheimer is of little significance except 
for its occurrence in cardiovascular and sympto- 
matic neurosyphilis. Although many leading 
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clinics have treated cardiovascular cases without 
untoward reactions, early reports in the litera- 
ture have warned against such treatment with- 
out preparation of the patient. In ambulatory 
treatment some danger may be present if the 
coronary ostia are involved in the syphilitic 
aortitis and physical activity continues during 


therapy. Preparation with 8-10 weekly injec- 
tions of 1 ¢.c. of bismuth subsalicylate may be 
an added precaution. 

In pre-paretic patients some maniacal reac- 
tions have been reported so that in-patient therapy 
may be the treatment of choice. 


Ambulatory Outpatient Dicumarol Therapy 


Arvid T. Johnson, M.D. 
Rockford 


Dicumarol has been in common use for the 
past few years to delay clotting of blood. It’s 
use has been limited chiefly to hospitalized pa- 
tients only, as a post-operative procedure to pre- 
vent thrombosis, as well as in the treatment of 
coronary thrombosis,’ thrombo-phlebitis and a 
variety of conditions. Whenever dicumarol has 


been administered it has been necessary that the 
patient be hospitalized since it has been con- 


sidered essential that prothrombin concentra- 
tions be done daily in these patients in order 
to maintain the prothrombin concentration at a 
required level of 10-30% of normal. This has 
necessitated continued hospitalization with its 
high costs which need no explanation here. 

Occasionally, there arise conditions character- 
ized by repeated thromboses in which discumarol 
therapy is indicated over a long period of weeks 
or even months. Among those that have been 
treated are chronic recurrent thrombo-phlebitis, 
multiple sclerosis, rheumatic heart disease with 
repeated embolism, recurrent myocardial infare- 
tion and various eye conditions. In order to 
treat these patients it would be necessary, ac- 
cording to present concepts in the literature, to 
hospitalize such patients indefinitely. This of 
course is a financial impossibility for most pa- 
tients. 

The medical literature has as yet few refer- 
ences to the ambulatory treatment of out patients 
with dicumarol. The following references are 
available. Sprague and Jacobsen* (Massachu- 

From the section of Internal Medicine, Swedish- 


American Hospital. 
Associate American College of Physicians. 
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setts General Hospital) reported in 1948 on the 
ambulatory treatment of one patient with di- 
cumarol for 15 months. ‘This patient while 
under treatment for rheumatic heart disease with 
periodic arterial embolism was given dicumarol 
for 15 months. Prothrombin estimations were 
done once weekly. Foley and Wright® in 1949 
reported on successful long term dicumarol ther- 
apy for cardiovascular disease in 19 cases suffer- 
ing from rheumatic heart disease with embolism, 
phlebitis migrans, recurrent phlebitis and re- 
current myocardial infarction. These patients 
were treated for 5 to 20 months. The prothrom- 
bin levels were determined 7 to 14 days apart. 
The dosage of dicumarol required ranged from 
175 to 800 mg. weekly, with 15 patients requir- 
ing 300 to 500 mg. weekly. Most recently 
Olwin* has reported the ambulatory treatment 
with dicumarol of 50 patients. Some were 
treated as long as 23 months. ° 

In the above mentioned series of patients 
treated for months with dicumarol excellent clin- 
ical facilities were available and the prothrombin 
concentrations were determined often by the two- 
stage method of Warner, Brinkhaus and Smith 
as well as the one-stage method of Quick so that 
double checks were obtained. Since there arise 
occasions in which long term dicumarol therapy 
as an out patient procedure would be very ad- 
vantageous, the author became interested in the 
plausibility and safety of such treatment under 
less favorable circumstances in a smaller city 
with the laboratory facilities offered by an aver- 
age 150 bed hospital. In 1947 an opportunity 
arose to test the safety and feasibility of such a 
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procedure under these conditions. 

in the American Journal of Ophthalmology of 
September 1947 there was described by Me- 
Cleans’ the long term ambulatory dicumarol 
treatment of hemorrhagic and embolic eye con- 
ditions. A colleague, in ophthalmology, desired in 
1947 to apply this treatment to a series of pa- 
tients suffering from these eye conditions, and 
placed the dicumarol therapy in my hands. This 
procedure was then begun in 1947 and has since 
been followed for up to two years in some twelve 
patients. ‘The results of treatment will be men- 
tioned in another paper.® 

The scheme of treatment has resembled some- 
what the treatment of diabetes with insulin ex- 
cept that here instead of insulin, dicumarol is 
used and in place of the blood sugar, the prothrom- 
bin concentration has been employed. The object 
of treatment has been to obtain a fairly constant 
prothrombin concentration level of 10 to 30% 
by means of a fairly constant dosage of di- 
cumarol. 

Usually the patients were hospitalized for ap- 
proximately 2 or 3 weeks. A basal prothrombin 
concentration level was obtained before beginning 
treatment after making certain there were no 
contraindications to dicumarol treatment. 

Having obtained the normal basal prothrombin 
level, the patient was given 300 mg. dicumarol 
the f'rst day and 200 mg. the second day, as a 
usual rule, if a prothrombin level of 100% was 


obtained. Because of its simplicity, daily pro. 
thrombin concentrations were determined accord- 
ing to the one stage method of Quick’ with « 
realization of its reputed shortcomings. Fitt, 
to one hundred milligrams of dicumarol were 
then given daily from the 3rd day on depending 
upon the prothrombin concentration. ‘This pro- 
thrombin concentration was usually determined 
at 8:30 A.M. so that the dicumarol dose could 
be given daily at 10:00 A.M. If the prothrombin 
level was under 20%, no dicumarol was given; 
if between 20 to 30%, 50 mg. was given and if 
over 30%, 100 mg. was given during the hospital 
stay. Usually by the 3rd to 5th day the pro- 
thrombin level had been brought to the desired 
level of 20 to 30% of normal. During the next 
few days the amount of dicumarol necessary per 
day was closely observed over a period of 10 to 
14 days. From this one could estimate fairly 
well how much dicumarol was to be prescribed 
after leaving the hospital. This dosage has 
varied from 50 mg. four days weekly to as much 
as 100 mg. daily, 7 days weekly. The average 
required dosage has thus varied from 200 to 700 
mg. weekly. 

Having determined the daily dosage the pa- 
tient was sent home to follow that dosage and to 
have a prothrombin concentration level deter- 
mined at the same laboratory once weekly as an 
out patient. After each determination the dose 
was altered if necessary as an office procedure on 
the same day. Usually no adjustment of over 
1 to 3 50 mg. tablets per week more or less was 
necessary. After 2 or 3 weekly prothrombin de- 
terminations, the interval between determina- 
tions was extended to two weeks and finally to 
three weeks. 

Some patients were started on dicumarol in 
the office from the very beginning. In these, if a 
basal prothrombin level of 100% was obtained, 
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a dosage of 50 mg. daily was begun with or with- 
out an initial dose the first two days of 100 to 
200 mg. each day. Prothrombin levels were then 
determined at 3 to 7 day intervals and dicumarol 
dosage adjusted according to the prothrombin 
levels in the same way. Gradually the period 
between prothrombin level determinations was 
lengthened to 2 or 3 weeks as with the patients 
who had been hospitalized during the first two 
weeks of therapy. 

In order to avoid misunderstandings, the dos- 
age of dicumarol was usually written on the 
prescription blank so that the patient could 
remember his or her dosage. All patients were 
warned regarding the signs of dicumarol over- 
dosage and to report to the office immediately 
should any signs of hematuria, ecchymoses or 
abnormal bleeding anywhere be seen. Micro- 
scopic urine examinations for red blood cells 
were done in every patient who revealed 10% 
prothrombin concentration or less. 

As advised by most experienced workers with 
anticoagulants, the prothrombin concentration 
levels were always determined by the same lab- 
oratory by the same laboratory technician. As 
stated above the one stage method of Dr. Quick’ 
was used throughout this work in our hospital 
laboratory. The thromboplastin was prepared in 
the laboratory according to Quick’s technique 
from rabbit brain and has been found to give a 
rather uniform control normal prothrombin time 
of 13 seconds plus or minus 14 second. The 
laboratory worker in addition paid particular at- 
tention to the precautions necessary to prevent 
errors as outlined by Quick. The technique was 
standardized in the laboratory so that it was done 
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in exactly the same way each day, thus eliminat- 
ing causes for gross errors. Three prothrombin 
time determinations are made on each specimen 
of blood. These must agree within 0.5 second. In 
addition a control normal prothrombin time was 
made with the thromboplastin used that day in 
the other determinations so that no error could 
arise from a portion of thromboplastin used that 
day. The prothrombin levels were determined 
from the prothrombin times by plotting the 
latter on the curves derived from prothrombin 
times of varying dilutions of normal plasmas. 
By following the above procedure and observ- 
ing the precautions mentioned, it has been found 
safe to place patients under ambulatory dicu- 
marol therapy as out patients for periods of 
months at a time while maintaining a prothrom- 
bin level of 10 to 40 per cent of normal. Thus 
far twelve patients have been treated for periods 
of three to twenty-four months each for an ag- 
gregate of 118 months. The prothrombin levels 
and weekly amounts of dicumarol necessary have 
been charted for each patient and are presented 
on the accompanying graphs. The prothrombin 
determinations are represented by the dots on 
the graphs of the prothrombin levels. They 
range from two to three weeks apart, mostly the 
latter. Occasionally the graphs show high pro- 


_ thrombin concentrations which are explainable 


in part in that occasionally patients will forget 
to take the dose as directed. Furthermore, un- 
usual caution was exercised in the dosage of 
discumarol employed under the circumstances. As 
a result, in the beginning of the treatment, the 
dosage of dicumarol was occasionally reduced 
overly much with resultant high prothrombin 
levels. 
CONCLUSIONS 
Case No. 1, Mrs. J. O., aged 69 years, was the first 
patient in whom long term ambulatory dicumarol 
therapy was begun. She suffered from diabetic ret- 
initis. After some difficulty on the part of the patient 
in understanding the rigidity of the program and the 
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necessity of taking dicumarol as ordered, it can be 
seen that the prothrombin level was maintained at from 
15 to 45 per cent for three and one-half months. 

Case No. 2, Mrs. E. W., has been treated for a 
total of 24 months. During the past year of treat- 
ment the prothrombin level has been well regulated 
between 15 and 25 per cent of normal with no com- 
plications although she is 81 years old and has in 
addition arteriosclerotic heart disease with auricular 
fibrillation and decompensation controlled by digitalis 
and low sodium diet. She was still on dicumarol ther- 
apy at the time of writing. 

Case No. 3, Mrs. E. F., was controlled for six months 
without incident although she lived some 40 miles 
away. 

Case No. 4, Mrs. L. S., aged 60, a diabetic with 
hypertensive heart disease was under fair control for 
18 months except for an interruption of 6 weeks. 

Case No. 5, Mr. R. R., aged 72 years, also a moderate 
diabetic has been well controlled with a prothrombin 
level of 10 to 40 per cent for 19 months except for two 
periods in July and October of 1948 when he was lax 
in following the advised dosage. 

Case No. 6, Mrs. J. B., aged 62 years, suffering 
from diabetes and hypertensive heart disease was an 
Italian woman who spoke no English. Treatment was 
uneventful in spite of the handicaps of treatment 
through a third person because of language difficulties 
in the patient. 

Of the twelve patients treated in the past two years, 
hemorrhage occurred in only one, Case No. 7, Mrs. 
A. B., aged 69 years, who developed hematuria. There 
may be some question as to the actual cause. Her 
prothrombin level 16 days prior to gross hematuria was 
27% and on admission to the hospital with hematuria 
was found to be 17%. The hematuria did not cease 
until the prothrombin was elevated to 50% 4 days 
later by means of Vitamin K intravenously, 72 mgm. 
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every 6 hours for 48 hours followed by two blood 
transfusions of 500 c.c. each 24 hours apart. Daily 
blood counts showed no decline in the red blood count 
indicating that bleeding was not severe. She showed 
however abnormal sensitivity to dicumarol, requiring 
only 150 to 200 mg. weekly for maintenance dosage. 
Because the bleeding occurred at a fairly high pro- 
thrombin level of 17% and did not cease until it had 
been elevated to 50% it was suspected that some lesion 
of the genito-urinary tract may have been present. 
The patient declined genito-urinary investigation pre- 
venting further examination as to the reason for the 
hematuria. 

Case No. 8, Mrs. H. B., aged 68 years, is illustrative 
of the type case which should not be treated. She 
was arteriosclerotic and somewhat senile with memory 
defect. In spite of written directions she frequently 
neglected to take dicumarol as directed, frequently 
skipping doses. Also she neglected to have prothrombin 
levels made on the dates directed. As a result dicumarol 
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thes was discontinued. Patients with poor mentality 
or those who are untrustworthy and not rigid in fol- 
lowing medical advice should certainly not be en- 
trusted with dicumarol therapy of this type. 

Case No. 9, Mr. E. R.. aged 62, was treated with 
dicumarol only three months for diabetic retinopathy. 
His treatment was unfortunately cut short by his death 
in an auto accident after being brought under control 
without hospitalization. 

Case No. 10, Mrs. V. M., aged 70 years, was a 
mild diabetic with retinopathy who suffered also from 
severe hypertensive cardiorenal disease, controlled by 
digitalis and low sodium, low protein, diabetic quanti- 
tative diet. She was well controlled for 6 months 
although she resided 90 miles distant, coming every 2 
or 3 weeks to our local hospital for her laboratory 
studies as an out patient. 

Case No. 11, Mr. J. J., aged 72 years,,a mild dia- 
betic with diabetic retinopathy was unusual. After 
2 weeks initial hospitalization he was treated for 2% 
months as an outpatient up to March 21, 1949 when his 
prothrombin level was 17%. He failed to return until 
May 19, 1949, almost two months later when his 
prothrombin level was found to be 57%. On question- 
ing it was found that he had been taking approximately 
50 mg. dicumarol daily throughout that period without 
incident. Needless to say, dicumarol was stopped im- 
mediately. 

Case No. 12, Mr. A. L. H., a moderately severe 
diabetic has been treated entirely as an out patient 
never having been hospitalized. As the graph demon- 
strates he began with 50 mg. dicumarol daily. Weekly 
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and semi-monthly prothrombin concentrations were 
determined and the dicumarol dosage altered with sub- 
sequent good control ranging from 11 to 25 per cent of 
normal as shown for the past two months. This case 
is illustrative of what can be done without hospitaliza- 
tion. 

Twelve patients have been treated as out pa- 
tients with dicumarol for periods of 3 to 24 
months each for a total of 118 months of ther- 
apy. Prothrombin levels of 10 to 40 per cent of 
normal have been maintained for the majority 
of this time without ill effect although many of 
the patients have been elderly and many have 
suffered from hypertensive cardio-renal disease 
and diabetes. ‘The dosage of dicumarol em- 
ployed has varied from 150 to 700 mg. weekly, 
with 300 to 400 mg. weekly being more common. 

A prime prerequisite in prolonged dicumarol 
therapy is a well trained technician in a depend- 
able laboratory, using the same technique in 
every prothrombin determination. No prolonged 
dicumarol therapy should be undertaken in an 
out patient who is untrustworthy or lax in fol- 
lowing orders, or who lacks the mentality to 
completely understand what is being done. 
Thorough instructions should be given and 
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warnings issued in the beginning regarding the 
toxic effects of dicumarol. The one-stage method 
of Quick for prothrombin determination has been 
found to be reasonably safe in the control of such 
dicumaro] therapy. Prothrombin determinations 
should be done at not greater than three week 
intervals, and preferably at two week intervals. 


Under these conditions long term dicumarol 


therapy can be conducted as an out patient pro- 
cedure with reasonable safety. 


CONCLUSIONS 

1. Long term dicumarol therapy for months as 
an Office procedure is feasible as illustrated by 
the treatment of 12 patients for periods up to 2 
years each. 

2. Such therapy was accomplished without 
complications in these patients except for tem- 
porary hematuria in one patient in whom the 
bleeding may not have been due to dicumarol but 
to coincident renal pathology. 

3. Long term out patient dicumaro] therapy 
should be undertaken in chronic thrombotic con- 
ditions such as thrombo- phlebitis, recurrent myo- 
cardial infarctions, rheumatic heart disease with 
repeated embolism and thrombotic eye disease. 

4. Such therapy should be used in ambulatory 
patients requiring it so that they will not be 
needlessly deprived of treatment that could be 
of benefit to them, provided that adequate lab- 
oratory facilities are available. 
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The recognition of herniated intervertebral 
discs as the cause of painful syndromes is a 
development of the past twenty years. Since we 
have come to recognize them we have, also, 
learned how very common they are. Everyone 
is now aware of the fact that the herniation of 
an intervertebral disc in the lower lumbar region 
is the usual cause of sciatica and that phase of 
the problem need not occupy more of our time 
today. However, the symptoms which may be 
caused by herniated discs in the cervical region 
are not so familiar and as a result the syndromes 
produced are apt to be incorrectly diagnosed, 

Herniation of intervertebral discs occurs as 
the result of injury, literally a tearing and com- 
pression of the disc which causes part of the disc 
to be extruded into the spinal canal, where it 
produces symptoms by pressing upon the nerve 
root or upon the spinal cord itself. Because 
these herniations result from injury it is to be 
expected that they would appear most commonly 
at the points of greatest mobility and greatest 
stress in the spine. The most mobile portions 
of the spine are the cervical and the lumbar. 
The thoracic portion is held relatively rigid by 
the thoracic cage and the sacral portion is, of 
course, a solid mass of bone. In the cervical 
and the lumbar regions the points of greatest 
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stress occur where the mobile parts of the spine 
articulate with rigid portions; i.e., in the lower 
cervical and lower lumbar regions. As a result 
the most common sites for herniation of discs 
are between the 5th and 6th, and 6th and 7th 
cervical vertebrae, and between the 4th and 5th 
lumbar vertebrae and between the 5th lumbar 
and the sacrum. 

In the cervical region we find two quite dif- 
ferent types of symptom complexes. The more 
well known and common arises as the result of 
a laterally lying disc which presses upon one of 
the cervical nerve roots, the other appears when 
a centrally placed herniation presses upon the 
spinal cord itself. Initially lateral herniations 
produce little more than a stiff, painful neck 
— a condition often referred to as a “crick” in 
the neck. This appears when the ligaments re- 
taining the disc or the annulus of the disc are 
torn. The symptoms of this original tear usual- 
ly soon subside. At a later date when because 
of some additional trauma a piece of the dise is 
forced out at the point of the tear, pressure up- 
on one of the nerve roots will develop and the 
patient complains of pain radiating into the 
shoulder, down the arm and into one or more 
of the fingers. This pain may appear relatively 
suddenly and be very acute. If the herniation 
is between the 5th and 6th cervical vertebrae, 
the 6th cervical root will be pressed upon and 
the pain will radiate downward and out into the 
thumb. If the herniation is at the next lower 
interspace, the 7th cervical root will be com- 
pressed and the pain will radiate into the index 
finger and sometimes into the middle finger. In 
addition to the pain in the digit the patients 
commonly state that the tip of the finger is also , 
numb and feels peculiarly when touched. In 
addition to the pain in the upper extremity in- 
volvement of the 6th root usually produces some 
weakness of the biceps muscle and a reduction 
in the biceps reflex, while compression of the 
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7th root causes weakness and atrophy of the 
triceps muscle and loss of its reflex. Herniation 
of one of these discs also usually causes pain to 
radiate down the medial border of the scapula 
and often down into the pectoral region. Thus 
when one is confronted by a patient with severe 
pain of sudden onset which radiates into the left 
chest and down the left upper extremity it is 
natural to think first of the possibility that he 
is suffering from coronary disease. If, however, 
this pain is also associated with pain along the 
scapular border, numbness in one or two fingers, 
weakness of the biceps or the triceps and reduc- 
tion or loss of its reflex, and if the pain is ameli- 
orated by traction on the neck and aggravated 
by manipulation or movement of the neck, and 
if there are no clear cut evidences of recent car- 
diac disease then it is most likely that the pa- 
tient has trouble with one of his intervertebral 
discs and not with his heart. There seems to be 
little doubt that there are a number of “cardiac 
cripples” whose invalidism is the result; of such 
an error in diagnosis. This then is one of the 
most important obscure or undiscovered discs. 


Midline herniation of intervertebral discs 
cause pressure directly upon the spinal cord but 
spare the spinal roots. As a result they cause 
little in the way of pain or radicular symptoms. 
Most of the symptoms produced by them are in 
the lower extremities. Because of the fact that 
the pressure is upon the anterior surface of the 
cord the symptoms are largely or entirely motor. 
This is because of a peculiar mechanical princi- 
ple worked out by Dr. E. A. Kahn of Michigan. 
He showed that the dentate ligaments act like 
tent-ropes. When pressure is exerted anteriorly 
the ligaments become taut and transmit the pres- 
sure directly to the lateral crossed pyramidal 
pathways and to the spino-cerebellar pathways. 
These patients’ greatest disability is in walking, 
due to the weakness, and spasticity of their legs 
and to their unsteadiness. Because of these 
manifestations and the lack of any striking al- 
terations in sensibility these patients are often 
erroneously regarded as suffering from multiple 
sclerosis, primary lateral sclerous or amyotrophic 
lateral sclerosis. As these are all degenerative 
diseases for which there is no known treatment, 
the patient is likely to be given a hopeless prog- 
nosis and sent on his way. This is unfortunate 
for two reasons. First his condition can, per- 
haps, be helped or corrected and if neglected, 


these disorders soon produce permanent changes 
in the spinal cord which are not relieved by re. 
moval of the offending disc. 

X-ray examination of the cervical spine may 
be helpful in the diagnosis of lateral lying discs, 
Such herniations typically cause a loss of the 
normal curvature of the cervical spine and cause 
it to become more or less straight, they cause a 
narrowing of the interspace at the proper level 
and after a period of time the growth of protec- 
tive bony spurs or osteoarthritic proliferations on 
the margins of the two vertebrae which border 
the involved disc. It must be recognized, how- 
ever, that after herniation many discs later be- 
come asymptomatic although the roentgeno- 
graphic changes will persist. ‘Thus the changes 
that one sees in the x-ray picture may not be at 
the site of the dise that is causing the symptoms 
at that time. Midline herniations commonly 
cause little or no change in the roentgenogram 
of the cervical spine. Pantopaque myelography 
will usually demonstrate a herniated cervical 
intervertebral disc regardless of whether it lies 
laterally or in the midline. Examination of the 
spinal fluid is seldom of much help. There may 
be a moderate increase in the protein in the 
fluid, seldom above 100 mgm per cent, but this 
change is often lacking. 

Treatment of these two types of cervical her- 
niation is almost diametrically opposite. Be- 
cause the midline discs soon produce irreversible 
changes in the spinal cord they should be oper- 
ated upon and removed as soon as they are 
recognized. The symptoms of laterally placed 
herniations, on the other hand, can be relieved 
by conservative measures in most cases, perhaps 
in 85 per cent. Conservative treatment consists 
of traction on and immobilization of the neck. 
If this fails to relieve the symptoms, or if the 
symptoms are so severe or of such long duration 
that it seems likely that conservative measures 
will be inadequate then there should be no hesi- 
tancy about resorting to surgical treatment as 
the results of such treatment are most gratifying. 

Dr. Gerard Gros, Resident in Medicine: 
Would you advise myelography for the diagnosis 
of laterally placed herniated discs? 

Dr, Bucy: Although myelography is capable 
of demonstrating laterally placed herniations of 
cervical intervertebral discs with a high degree 
of accuracy, such examinations are seldom neces- 
sary as it is possible to make the diagnosis in 
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almost all cases from the history and the ex- 
amination. 

Dr. Robert L. Grissom, Assistant Professor 
of Medicine: Is it advisable to use sodium amy- 
tal prior to spinal puncture? 

Dr. Bucy: No, it is unnecessary. Lumbar 
puncture is a simple procedure and should not 
be complicated. 

Dr. Melvin M. Chertack, Clinical Instructor 
in Medicine: What is the incidence of post- 
lumbar puncture headaches. 

Dr, Bucy: About 10 per cent of all patients 
will develop a post-puncture headache. It can 
be satisfactorily treated only by having the pa- 
tient lie down. 

Dr. Max Samter, Associate Professor of Medi- 
cine: What is the mechanism of spontaneous 
recovery? Is the herniation of the disc reversi- 
ble? 

Dr. Bucy: The herniated intervertebral disc 
is not reducible. It does not go back into the 
intervertebral space. ‘The pain in these cases 
results from pressure upon a swollen inflamed 
nerve. The symptoms subside when the swelling 
and injection of the nerve root subside. 

Dr. Chertack: What is the incidence of re- 
currence ? 

Dr. Bucy: Recurrence after a successful op- 
eration occurs in the lumbar region in about 4 
per cent of the cases. I have never seen a recur- 
rence in the cervical region but I have no doubt 
they might occur. 

Dr. Meyer Markovitz, Resident in Medicines 
The literature suggests “anesthesia of the distal 


point” as an effective procedure for the relief 
of pain. Do you recommend it? 

Dr. Bucy: Davis and Pollock have reported 
that pain referred to the shoulder from a dia- 
phragmatic lesion improves when one anesthe- 
tizes the point in the shoulder. I am not certain 
of the value of this procedure. 

Dr. Chertack: Who, in your opinion, should 
handle herniated discs — the neurological sur- 
geon or the orthopedic surgeon? 


Dr. Bucy: I believe that herniated lumbar 
discs can be satisfactorily handled by well 
trained orthopedic or neurological surgeons. 
The surgeon who undertakes to operate on her- 
niated lumbar discs must handle the nerve roots, 
he must be able to differentiate herniated discs 
from tumors of the cauda equina and be com- 
petent to remove such a tumor if an error in 
diagnosis is made. Because of the proximity 
of the spinal cord and the necessity of handling 
that important structure I think that cervical 
dises should be operated upon only by neurologi- 
cal surgeons. 


Dr. Creticos, Resident in Medicine: Do you 
believe in fusion as part of the surgical treat- 
ment of cervical discs? 


Dr. Bucy: No. There is no indication to 
fuse the cervical spine after an operation for a 
disc in that region. Many orthopedic surgeons 
feel that the lumbar spine should be fused after 
removal of a disc from there but most neurologi- 
cal surgeons believe that a fusion is not required 
there in more than 5 per cent of the cases. 


Community Service 


Speaks Well for Medicine 
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An Emergency Home Childbirth 


Nursing 


Program 


Fred O. Tonney, M.D. 
Chicago 
and 
Marjorie Scaife, R.N. 
Shelby-Effingham Bicounty Department of Health 
Effingham 


On the night of April 5, 1949, shortly after 
midnight, a disastrous fire occurred in St. 
Anthony’s Hospital at Effingham, [Illinois. 
There were 75 deaths, including six newborn 
babies, several mothers, a priest, two Catholic 
Sisters, and practically all the hospital patients 
housed above the first floor. The fire started in 
the basement, flared up along the draft created 
by the staircase (with elevator adjoining), thus 
cutting off all escape from the second to fourth 
floors. 

Within 30 minutes the interior portion of the 
building collapsed, dropping all wooden struc- 
tures, including human bodies, down to the base- 
ment. 

St. Anthony’s was a general hospital which 
included childbirth services for a radius of 50 
miles or more throughout the surrounding ter- 
ritory. 

The immediate dilemma, therefore, was 
“Where to have a baby?” Babies just don’t 
wait. 

Following urgent requests by physicians and 
citizens, the Shelby-Effingham  Bi-County 
Health department gave immediate nursing aid 
to expectant mothers in the home, with the re- 
sult that three infants were delivered under 
nursing aid within 24 hours. Thereafter the bi- 
county health department, with the backing of 
the Illinois State Department of Public Health, 
set up an emergency childbirth home nursing 
service, utilizing State-Federal funds in Effing- 
ham county. This nursing service was offered 
free to all physicians and expectant mothers 
throughout the county. 

An emergency State-Federal “grant in aid” 
followed immediately, which is still in effect, 
pending completion of a new hospital structure 
in Effingham. 

As to the disaster itself, the nurses took over 


the care of expectant mothers within a matter 
of hours. Standing by the ruins, our only 
thought was where to start. In talking with 
the physicians, it soon became evident that there 
was no actual need for first aid service to the 
hospital patients. These had either died at 
once, or had been transferred elsewhere. 

The great tragedy was the loss of all hospital 
facilities in a community which had long been 
a medical center for an area of 50 to 100 miles 
in all directions. Among all the problems 
created by the sudden lack of hospital facilities, 
the most pressing one was that of the expectant 
mothers due to be delivered within a few days. 
Some were actually in labor at the time. These 
were given nursing services immediately, by the 
Health Department under the physicians’ 
orders, and similar nursing services were offered 
to all physicians in Effingham County. Follow- 
ing this, the medical director secured financial 
aid from the State, for employment of more 
nurses and most of the former hospital nurses 
were put to work on an emergency basis. During 
the first three weeks, plans remained temporary, 
since the outcome was still uncertain. 
Organization of emergency nursing services: 

Shortly thereafter, there was a meeting of 
hospital officials with physicians, to discuss fur- 
ther plans. The hospital officials reported that 
they could develop either a new surgical unit, 
or a new maternity unit on the hospital grounds, 
but could not support both. After lengthy 
discussions of both these phases, it was finally 
decided that the temporary surgical unit should 
be installed. It was agreed that both facilities 
were badly needed, but since obstetric deliveries 
could be served in the homes with the aid of the 
health department, and emergency surgery could 
not, the latter should take precedence; thus, 
the home childbirth nursing service in Effing- 
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ham county was born — on a long-term basis, 
as it developed. 

In the course of changing plans, a set of 
“medical policies’ was signed by the local 
physicians ; also a refresher “Institute on Mater- 
nity Cases” was held for both nurses and phy- 
sicians; and a “referral” system was set up. 
(Copies on request). Five nurses were employed 
on a full-time basis, and 10 others kept on call. 
Standing orders were obtained from the phy- 
sicians for the obstetric follow-up service. 
(Copies obstetric rules on request). 

In the early stages, expectant mothers were 
eared for, both in the homes and in physicians’ 
offices on an emergency basis. But as time went 
on, and the community had settled down to the 
temporary procedure, the question arose as to 
the legality of sending health department 
nurses into physicians’ offices. The Illinois law 
requires that any place used for obstetric de- 
liveries, other than the home, must be licensed 
by the State as a “Maternity home or hospital.” 


For a period of time the possibility of ob- 
taining a licensed quarters for childbirth was 
discussed. Of the three places available, two 
could not meet State requirements without 
extensive changes. The third premises would 
have required practically no change; but for 
unknown reasons the owners did not apply for 
such a maternity license, and therefore on No- 
vember 15, 1949, the health department nurs- 
ing service to private physicians’ offices had to 
be discontinued. 


Following this, at the end of 15 months, the 
number of deliveries has fallen off somewhat. 
Patients now have time to make plans for hos- 
pital deliveries in more remote maternity hos- 
pitals. There were no maternal deaths at all 
during this period, and only two infant deaths 
occurred among the 449 deliveries served. The 
following complications were encountered : 


Postpartum hemorrhages...............- 5 


6 


The nurses carry a delivery bag containing 
the necessary items: (Obtainable on request). 

They also carry a preliminary obstetric sterile 
pack, the contents of which is obtainable on 
request. It should be understood that the 
nurses carry no anesthetics, no sedative drugs, 
and no suturing materials. These, if needed, 
are provided by the doctor. 

The unusual success of this home childbirth 
nursing service in Effingham county was the 
result of constant, conscientious work on the 
part of the nurses, together, with a general un- 
derstanding on the part of the community. 
Special recognition should be given to the 
Public Health nurses who are doing the actual 
field work. This service has required long hours, 
many miles of travel often over rough and mud- 
dy roads, and a very high standard of profes- 
sional efficiency on the job. 

It appears that the prospect for continuance 
of the home childbirth nursing services will de- 
pend upon the rebuilding of St. Anthony’s hos- 
pital in Effingham. Pending restoration of the 
community’s maternity facilities, the home child- 
birth nursing service, as provided by the Shelby- 
Effingham Bi-County Department of Health, 
through State-Federal funds, is expected to con- 
tinue as long as the need exists. 

The foregoing report is given as an instance 
of how a well-organized county health depart- 
ment may serve its community in an emergency. 
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CASE RECORDS OF THE 
COOK COUNTY HOSPITAL 


KARL MEYER, LEO M. ZIMMERMAN, DEPT. EDITORS 


Arterial Embolectomy 


Factors Considered in the Selection of 


Patients for Operation 


William Klingensmith, M.D. 
Amarillo, Texas 


and 
Frank V. Theis, M.D. 


A recent survey of 18 cases of femoral or iliac 
artery embolectomy performed at the Cook 
County Hospital from 1946 to 1951 revealed the 
discouraging information that there were 15 
hospital deaths and three patients discharged 
with amputations’. Although the immediate 
result in most cases could be considered success- 
ful, subsequent developments were uncontrollable 
and unpreventable. The following conditions 
were found to account for the poor end results: 

1. The majority of patients who develop embol- 
ic occlusion have severe cardiac disease. Almost 
all of the deaths are due to cardiac failure or to 
further fatal emboli. Adequate anti-coagulant 
therapy did not prevent subsequent thrombosis 
or embolism. Similar observations were made 
among private patients but the cardiac condition 


From the Department of Surgery, Cook County Hos- 
pital, Chicago 


Chicago 


of patients at the time of admission to a charity 
hospital such as Cook County Hospital is usually 
far more advanced and serious than that found 
in private practice. 

2. An embolus may be removed successfully only 
to be followed by thrombosis at the arteriotomy 
site, occlusion of the vessel and serious peripheral 
circulatory deficiency. Ordinarily, anti-coagulant 
therapy is of great value in preventing intra- 
vascular coagulation but the instances of post- 
embolectomy thrombosis both at Cook County 
and at Presbyterian Hospital occurred while the 
patients were on effective heparin or Dicumarol 
therapy. 

3. The advanced age of patients adds to the 
surgical risk, and degenerative arteriosclerotic 
changes will prevent successful suture of an 
arteriotomy incision. 

4. Despite the skill and experience of the 


surgical teams and every precaution to prevent 
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secondary thrombosis, the arteriotomy site usual- 
ly becomes occluded. This may occur many days 
after operation and repeated oscillometric read- 
ings are the only means for recognizing the 
occlusion. In some instances, when death oc- 


curs a few days after surgery, autopsy reveals 
patency of the sutured artery. Smaller arteries 
are more likely to thrombose and since emboli 
ordinarily lodge at an arterial bifurcation, in- 
cision into the artery should be done in the 


Figure 1. Photograph of patient three months after 
tight iliac embolectomy showing scar of right lower 
abdominal muscle splitting incision for extraperitoneal 
®pproach of iliac artery. 
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large artery just before it bifurcates. Suturing 
of the larger vessel is less likely to result in 
thrombosis. 

5. Because of the emergency character of the 
operation and the scarcity of suitable cases for 
embolectomy, no surgeon has the opportunity 
to develop a large experience. Some unsuccess- 
ful results are due to errors in differentiating 
embolism from thrombosis, to incorrectly local- 
izing the embolus, or to incomplete removal of 
the embolus. 

This survey and a review of the literature, 
showed that favorable results of peripheral arte- 
rialembolectomy could be expected more frequent- 
ly when the following conditions were present ; 
(1) the duration of the occlusion less than eight 
hours; (2): the site of obstruction at the bifur- 
cation of a large artery; (3) normal arterial 
wall at site of embolus; (4) the absence of 
multiple emboli; (5) the absence of rapid clot- 
ting tendency; and (6) embolism in young in- 
dividuals with auricular fibrillation and not the 
elderly patients with severe coronary artery 
disease. 

The following successful embolectomy was 
performed by one of us, (W. K.), after com- 
pleting the above study: 

Mr. J. K., 3% years of age, entered Cook 
County Hospital on April 27, 1951, at 1:15 
P. M., with a history of numbness, severe pain, 
tingling, and paralysis of the right foot and leg 
for six hours. The patient first noticed “heart 
trouble” one year previously. At the time he 
developed shortness of breath, cough, and swollen 
ankles. He was placed on daily doses of digital- 
is, by a physician. Otherwise the history was 
irrelevant. 

Physical examination showed a well-developed, 
well-nourished white male lying in bed complain- 
ing of severe pain in the right leg. The oral 
temperature was 98.6 F, pulse 78 and irregular, 
respiration 18, and blood pressure 130/70. The 
apical heart beat was palpable in the anterior 
axillary line, where a soft systolic and harsh 
diastolic murmur was heard. The lungs were 
clear. The abdomen was normal. 

The right leg was cold, white, and pulseless. 
No femoral or external iliac pulsation could be 
palpated. Sensation and motion were absent in 
the foot and leg. 

A diagnosis of rheumatic heart disease, au- 
ricular fibrillation (confirmed by an electrocardi- 
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ogram), and embolic occlusion of the bifurcation 
of the right iliac artery was made. The patient 
was prepared for immediate operation. 

Under one-half percent procaine field block 
and local infiltration anesthesia, a long oblique 
muscle-splitting incision was made in the right 
lower quadrant, and the iliac vessels were ex- 
posed retroperitoneally (Figure 1). After pro- 
visional ligature of the vessels with soft rubber 
catheters, the common iliac artery was opened 
just proximal to the palpable occlusion and a 
dark firm embolus measuring three centimeters 
by one centimeter was expressed. Forceful 
bleeding occurred from the proximal and distal 
ends. A lubricated number 12 soft rubber cathe- 
ter was inserted into the distal artery and gentle 
suction applied. The artery was irrigated with 
25 mgm of heparin in 10 ce of normal saline and 
then closed with lubricated number 6-0 silk su- 
ture and atraumatie needle. Severe spasm of the 
distal artery was noted and the adventitia was 
injected with procaine. A lumbar block was 
done and then 50 mgm of heparin was given 
intravenously. 

Postéperatively, treatment with heparin and 
lumbar blocks was continued until the prothrom- 
bin level was depressed effectively with dicu- 
marol. The patient had immediate cessation of 
pain and a return of warmth and sensation to 
the foot and leg. Motion returned gradually. 
On the third postoperative day, oscillometric 
readings below the knee were about half the in- 
tensity of the normal leg but these dropped to 
0.2 unit at the ankle and 1.0 unit at the knee 
four weeks later. (Chart 1). Pulsations in the 
thigh and skin temperatures were normal and 
equal bilaterally. 

The patient was discharged from the hospital 
on the 18th postoperative day with a residual 
foot drop. Auricular fibrillation was still pres- 
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MR.K.-RT. ILIAC ARTERY EMBOLECTOMY -~ 
7 Weeks After Operation 


Chart 1. Marked reduction of the oscillometric read- 
ings occurred at the ankle and upper leg many weeks 
after embolectomy. Postoperative readings of the 
right and left thigh remained symmetrical and at 
fairly good levels. As a rule gradual thrombotic oc- 
clusion is noted only by repeated oscillometric read- 
ings. 


ent. Gradual improvement occurred in the foot 
drop and circulation following periodic Pavaex 
treatment but paralysis due to cerebral embolus 
oceurred six months later. 


- COMMENT 


Successful peripheral arterial embolectomy is 
followed by immediate return of circulation in 
the extremity. Although symptomatic relief is 
noted immediately, the late results are usually 
disappointing because of further embolic or car- 
diac complications. Repeated oscillometric read- 
ings may demonstrate gradual occlusion of the 
distal arteries, days or weeks after operation, as 
in the case herewith reported. The site of oc- 
clusion is frequently the sutured arteriotomy 
incision despite adequate and competent anti- 
coagulant therapy. 


Organized Action Means Progress 


Ilinois Medical Journal 


I 
m0! 
abd 
que 
lite: 
P shor 
| mal 
ther 
und 
to d 
prin 
aq are 
In 
diag 
| seen 
the 
lapa 
| of t! 
Ji 
ome} 
ite 
Fre 
For F 
: 96 


CASE REPORTS 


Primary Torsion of the Omentum 


W. H. Cave, M.D., F.A.C.S. 


Primary torsion of the omentum is one of the 
more infrequent acute surgical lesions of the 
abdomen. It is rarely diagnosed as such pre- 
operatively although with the increasing fre- 
quency of reports of the condition in the 
literature and the obesity of our population it 
should enter into the differential diagnosis of 
many obscure abdominal pains not manifesting 
themselves as the more common and _ better 
understood intra-abdominal lesions. There has 
to date been reported over three hundred cases of 
primary omental torsion but doubtlessly there 
are many more than this that are not reported. 
In nearly all the reported cases the preoperative 
diagnosis has been acute appendicitis. It would 
seem that it is in reality of little importance if 
the preoperative diagnosis is correct as long as 
the clinical signs are sufficient to demand 
laparotomy and recognition of the true nature 
of the lesion. 

Jackson" has stated that the right side of the 
omentum is more mobile than the left and is 
more apt to be involved in a torsion. This may 


From the Hedges Clinic. 
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account for the preponderence of right sided 
cases reported. Puderbach? has very ably and 
clearly classified omental torsion, which basically 
is a matter of whether the condition develops as 
a primary condition without other peritoneal 
irritations or that it is secondary to a hernia 
sac, or other conditions that might cause the 
omental tip to adhere and give it a fixed point 
distally with a better likelihood of torsion on a 
purely physical basis. The first reported case 
of primary torsion of the omentum was by Kitel 
in 1899 although the condition had been reported 
previously as a secondary condition. 

While the physiology, anatomy and embry- 
ology of the omentum has been completely 
described by Anton* with a thorough discussion 
of the theories of its cause very little mention 
has been made as to variations in structure of 
the omentum that might lead to the condition. 
Lipsett* mentions that one of his cases had a 
bipolar omentum which was involved in a right 
indirect inguinal hernia. Martin® has a beauti- 
ful demonstration of a bifid omentum in one of 
his two reported cases, the right side of which 
had herniated thru a defect in the mesentery 
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producing symptoms of an acute appendicitis. 
These latter two cases have been cited because 
the one reported here was a bifid omentum with 
the twisted side on the left. 

E. F., a 57 year old white plasterer was first 
seen at noon on July 23, 1951 complaining of 
a severe left lower quadrant pain. He had gone 
to work that morning feeling well. Shortly 
afterwards he began to have mild discomfort 
in the left lower quadrant which gradually in- 
creased in intensity. He had had a normal bowel 
movement earlier in the day and while nauseated, 
as the pain grew more severe, he had not vomited. 
He was examined at home and found to have 
minimal tenderness over the left lower quadrant 
with active bowel sounds and no distention. 
Temperature was normal. However because of 
the intensity of his pain hospitalization was ad- 
vised. Upon admission a scout film of the abdo- 
men was made which was negative for any 
distended loops of bowel. An enema seemed to 
relieve his pain. W. B. C. was 11, 400 with 70% 
polys. After four hours in the hospital, during 
which he had had no pain and was passing gas 
freely by rectum and no abdominal tenderness, 
he was sent home. About one hour after arriving 
home the pain in the left lower quadrant became 
so intense that he rolled on the floor. He be- 
came nauseated and began to vomit. He was 
given one sixth of a grain of morphine and again 
hospitalized for immediate surgery. 

A left paramedian incision was made retract- 
ing the muscle laterally. Upon entering the peri- 
toneum a moderate amount of sero-sanguinous 
fluid was encountered. The preoperative diagno- 
sis had been a probable volvulus of the sigmoid 
colon but the bowel was entirely free. The omen- 


tum was a bifid affair with the left side being 
much longer than the right and the cleft reach- 
ing almost to the transverse colon. The left 
of the divided omentum was twisted behind a 
loop of ileum and quite dark and ecymotic but 
appeared viable. Contrary to the reports in the 
literature this segment of omentum was not 
ressected but the cleft in the omentum was 
closed with interrupted chromic bringing the 
omentum together as a single apron. After this 
procedure a more complete inspection of the ab- 
dominal contents failed to reveal any further 
disease. The abdomen was closed in layers 
without drainage. The patient was ambulated 
on the first postoperative day and discharged on 
the seventh day and returned to his work two 
weeks after surgery. 
SUMMARY 

A case of primary torsion of a structurally 
abnormal omentum has been presented. This 
case seemed to present a more acute and painful 
form of the disorder than has been presented in 
the literature and was unusual in the location 
of the pain. It was felt preoperatively that with 
the onset and severity of the pain that the 
patient most certainly had a volvulus of the 
sigmoid with a secondary diagnosis of a ruptured 
diverticulitis or strangulation of an appendices 
epiploica. 
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ORALLY ADMINISTERED CORTISONE 


In most cases the clinical effectiveness of the 
oral ingestion of cortisone at six-hour intervals 
appears to be equal to that of intramuscular in- 
jection once a day. The total daily dosage re- 
cuired for the control of a variety of diseases 
appears ‘to be of the same order of magnitude. 
Its rapidity of action makes oral administration 


the method of choice in acute diseases requiring 
immediate high levels of circulating adrenal 
hormone. Fzcerpt: Clinical Studies on the 
Actwity of Orally Administered Cortisone, Drs. 
George W. Thom, Albert E. Renold, D. Laurence 
Wilson, Thomas F. Frawley, Dalton Jenkins, 
Jose Garcia Reyes, and Peter H. Forsham, Bos- 
ton, N. Eng. J. M., Oct. 11, 1951. 
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PATHOLOGY CONFERENCES 


EDWIN F. HIRSCH, DEPARTMENT EDITOR 


Presentation of a Case 


Clinico-Pathological Conference 


Wesley Memorial Hospital 
Edited by J. C. Sherrick, M.D. 
Chicago 


CASE NO. 3103 


CLINICAL HISTORY 


The patient was a white male 59 years old 
who entered the hospital with the complaint of 
severe dyspnea. 

Present Illness: He had been well until 6 
years before when persistent high blood pressure 
developed. ‘There was also chest pain after exer- 
tion that was relieved by rest. He experienced 
no other symptom until nine months before hos- 
pital admission when blurred vision was noted 
and examination revealed retinal hemorrhage, 
cardiac enlargement, a harsh systolic murmur 
over the entire precordium, left heart strain by 
electrocardiogram, slight albuminuria and mod- 
erately reduced excretion of phenolsulphon- 
phthalein. There was no anemia, hematuria or 
uremia. 

Eight months before the last hospital admis- 
sion pulmonary edema was treated with digital- 
ization. Three months later sudden dyspnea 
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without chest pain developed that was accom- 
panied by cough and hemoptysis. Rales were 
present throughout both lungs and the liver 
margin was tender and 5 em. below the right 
costal margin. Shortly after this, acute pain on 
deep inspiration developed in the left chest and 
pleural friction rub was heard over the left pos- 
terior lung base. The pain subsided after one 
day and chest x-ray revealed “no localized in- 
filtrative process”. The patient returned home 
after 60 days. His condition did not change 
noticeably until final admission 3 months later. 
He then entered the hospital complaining of 
severe dyspnea. He was uncooperative and 
mentally confused. ‘The history elicited was 
that immediately after a fall 10 days before ad- 
mission he developed almost continuous severe 
pain in the right chest which was more severe 
on inspiration. A cough productive of fetid 
greenish-brown sputum had been noted for sev- 
eral months. 

Physical Examination : 


The temperature was 
100 degrees (F), pulse 84, respirations 24 and 


eing 
-ach- 
left 
nd a 
but 
| the 
not 
was 
the 
this 
» ab- 
‘ther 
yers 
ated ‘ 
1 on 
two 
‘ally piss 
This 
nful 
tion 
vith 
the 
the 
ired 
lices 
m, J. 
State 
J. 
1941, 
surg., 
ring 
enal 
the 
Drs. 
once 
“ins, 
08- 
99 


blood pressure 230/120 mm. Hg. Physical ex- 
amination revealed tenderness over the right 
lower chest and reduced breath sounds, reduced 
diaphragmatic excursion, rales and absent breath 
sounds over the antero-lateral portion of the 
right thorax. ‘There was dullness to percussion 
below the 7th dorsal spine on the right. The 
heart was enlarged to the left and systolic Grade 
iii apical and Grade i aortic murmurs were 
heard. ‘There was normal sinus rhythm. The 
liver was palpated 12 cm. below the right costal 
margin and the abdomen was not otherwise re- 
markable. There was moderate edema of the 
sacrum and marked edema of legs. 

Laboratory Examination: The urine was 
normal except for a trace of albumin. Hema- 
tologic examination revealed 9.1 grams of hemo- 
globin per 100 ce. There were 3,280,000 eryth- 
rocytes and 18,000 leukocytes per cu. mm. with 
86 polymorphonuclears, 7 band cells, 6 lympho- 
cytes and 1 eosinophil. Plasma proteins were 
6.2 grams per 100 cc. with 3.0 grams of albumin 
and 3.2 grams of globulin. The blood non-pro- 
tein nitrogen was 94 mg. per 100 ce. The serum 
sodium and potassium were 129 and 3.7 MEQ/L. 
respectively. The stool revealed a 3 plus occult 
blood. An electrocardiogram disclosed ventric- 
ular tachycardia with short phases of regular 
sinus rhythm. 

Hospital Course: On the day after admission 
chest x-ray revealed 2 fluid levels on the right 
side and a focal pulmonary infiltration above 
this area. These changes were interpreted as a 
right subphrenie abscess with an inflammatory 
reaction in the overlying lung and a small right 
pneumothorax. Examination of sputum was 
negative for bile and culture revealed a moder- 
ate growth of Staphylococcus aureus, Strepto- 
coccus viridans and Candida albicans. Two days 
before death a pericardial friction rub was heard. 
The patient became comatose and died on the 
14th hospital day. 


CLINICAL DISCUSSION 


Dr. Reno Rosi*: This patient shows evidence 
of two separate pathological entities, one involv- 
ing the cardiovascular system and one involving 
the respiratory system. I will discuss them sepa- 
rately. 

It is obvious that he presented the classical 
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signs and symptoms of long standing scvere 
hypertensive cardiovascular disease. These are 
vividly described in the protocol by the blood 
pressure of 230/120, the cardiac enlargement 
with the harsh systolic apical murmur, the ret- 
inal hemorrahages, the  electrocardiographic 
changes, the albuminuria and the reduced kid. 
ney function. It is also evident that the patient 
experienced episodes of congestive heart failure 
which improved with digitalization. On the last 
admission evidence of renal failure as well as 
cardiac failure appeared, the patient having 
anemia, edema and azotemia, with a pericardial 
friction rub. The diagnosis of hypertensive 
cardiovascular disease with cardio-renal failure 
is well established and I will not discuss it 
further. 

The second pathological entity to be consid- 
ered is not so clear cut as the first. We have to 
explain the pleuritic type pain, the dyspnea, the 
hemoptysis, cough with expectoration of much 
fetid green brown sputum of several months 
duration, the leukocytosis, the fever and the ab- 
normal findings in the right chest. The sputum 
culture showed staphylococcus aureus, strepto- 
coceus viridans and candida albicans. These 
findings are all indicative of an inflammatory 
process in the lung or pleural cavity. Let us 
review the x-rays. 


Figure 1 
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Figure 2 


Dr. A. H. Cannon: We have films taken on 
earlier admissions which show moderate cardiac 
enlargement, but no abnormality in the lungs. 
On the last admission the x-ray (Figures 1 & 2) 
showed two fluid levels on the right side with 
focal pulmonary infiltration above this area. 
These changes were interpreted as a right sub- 
phrenic abscess with an inflammatory reaction in 
the overlying lung and a small right pneumo- 
thorax. We thought that this upper solid line 
here represented diaphragm although the pa- 
tient’s condition was such that he could not be 
fluoroscoped to make certain. 

Dr. Rosi: When one correlates the x-ray films 
with the clinical history, it becomes apparent 
that a differential diagnosis must be made be- 
tween a lesion above the diaphragm and a lesion 
blow the diaphragm. From the x-ray films 
alone the lesion appears to be. a subphrenic ab- 
seess, but clinically there is no etiological basis 
for the development of such a lesion. As is well 
known, 85% of all subdiaphragmatic abscesses 
are the result of direct or lymphatic extension of 
infection originating in the abdomen, from the 
appendix, stomach, duodenum, liver or bile pas- 
sages. Over 50% of subphrenic abscesses are 
post-operative. Occasionally one may arise from 
implantation of infection following trauma. 
However, retrograde extension from the thorax 
to the subphrenic space is extremely rare. Char- 
acteristically, the x-ray shows fixation and eleva- 
tion of the diaphragm on the side of the lesion. 
Unfortunately in this case the patient’s condi- 
tion was so acute that definitive diagnostic pro- 
cedures could not be carried out. I must say that 
I cannot conceive of any etiology which might 
cause 1 subphrenic abscess in this case. 

Nex: to consider are possible diseases which 
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may present the above clinical features and 
which lie above the diaphragm... Only one condi- 
tion seems to fit the picture completely, namely, 
massive lung abscess. Lung abscesses may arise 
from other pulmonary diseases, such as pneu- 
monia, bronchiectasis, infarction, or neoplasm ; 
may arise from disease of the bronchi; may arise 
from other pathological processes in the esopha- 
gus, mediastinum, spine and adjacent organs; 
or may be embolic. In this particular case I 


_ would consider it most likely that the abscess 


followed an embolus or a bronchial inflammatory 
process. The symptoms in retrospect are rather 
characteristic. These are (1) cough of long du- 
ration with production of much foul smelling 
sputum, (2) hemoptysis, which is a frequent 
symptom in lung abscess, (3) severe chest pain 
which was sudden in origin and appeared early 
in the course of the disease, (4) fever and (5) 
associated cardiac failure. The x-ray films pre- 
sented are also compatible. The presence of 
fluid levels and the extensive infiltrate are fre- 
quently seen. In the case at hand, rupture of 
the abscess may have occurred and may have 
produced a putrid pyopneumothorax. The line 
thought by the x-ray department to be dia- 


phragm may well be an inflammatory pleural 
reaction, and the lesion itself may all be above 
the diaphragm. From the x-rays, I can see how 
this mass could easily be called a subdiaphrag- 


matic abscess. In my opinion, however, the 
clinical course and x-ray findings are most char- 
acteristic of putrid lung abscess with pyopneu- 
mothorax and bronchopleural fistula. 

Dr. R. W. McNealy: TI would like to ask Dr. 
Cannon if these circumscribed lesions in the lung 
do not strongly resemble metastases. They look 
like metastases to me. 

Dr. Cannon: They do indeed resemble metas- 
tases. However, circumscribed lesions of this 
type may be caused by compression or atelectasis 
related to a.pneumothorax and that is the way 
we interpreted them in this case, 

Dr. McNealy: Did you think there was fluid 
in the pericardial cavity ? 

Dr. Cannon: We did not think so. We 
thought the heart was dilated. 

Dr. McNealy: If those lesions in the lung are 
metastases, the probable site of the primary tu- 
mor would be in the stomach. Perforations of 
gastric carcinomas are common and do not un- 
commonly cause subphrenic abscess. However, 
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Pyopneumothorax with bronchopleural fisiula 
communicating with a large putrid lung 
abscess. 


ANATOMICAL DIAGNOSIS 
Abscess of lower lobe of right lung with bron. 
chopleural fistula and empyema. 
Acute fibrinous pericarditis. 
Hypertrophy and dilatation of heart (730 gm.) 
Organized thrombus, branch of right pulmonary 
artery. 
Infarct, lower lobe of right lung. 
Organized mural thrombus, right auricular 
appendage. 
Chronic pyelonephritis, bilateral, marked. 
Hyperplasia of parathyroids. 
PATHOLOGICAL DISCUSSION 
Dr. T, C. Laipply: At autopsy there was no 
inflammatory lesion below the diaphragm. There 
was, however, an abscess in the lower lobe of the 
right lung which communicated through a bron- 
chopleural fistula with a large encapsulated empy- 
ema. The empyema cavity was traversed by many 
fibrous bands as can be seen from the lantern 
slides (Figures 3 & 4), and there can be little 


Figure 3 


these particular pulmonary lesions remind me 
more of sarcoma metastases. 

Dr. Chamberlain: Perinephric abscess 
should be considered in this case. Were in- 
travenous pyelograms done? 

Dr. Cannon: They were not done. 

Dr. W. G. Maddock: Ninety-nine times out 
of one hundred this should be a subphrenic ab- 
scess. In my opihion amebic abscess of the liver 
is a very strong possibility. I would also think 
of echinococcus cyst. 

Dr. W. W. Sittler: Dr. Maddock has ex- 
pressed an opinion based on a surgeon’s view- 
point. Being an internist my experience and 
thinking is somewhat different. As I see it 
amebic abscess or any parasitic infection would 
be uncommon and improbable. I should think 
that this clinical picture would be much more 
likely explained by congestive cardiac failure 
and a pulmonary lesion such as an infaret. 

CLINICAL DIAGNOSIS 
Hypertensive cardiovascular disease. 
Subphrenic abscess. 

DR. ROSI’S DIAGNOSIS 
Hypertensive heart disease (cardiorenal disease). 
Uremia with terminal pericarditis. 


Figure 4 
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doubt but that one of these was thought by the 
radiologist to be the diaphragm. In the lung 
near the abscess the lumen of a medium sized 
branch of the pulmonary artery is filled with 
thrombus. It is impossible to determine whether 
the occluded artery resulted from primary throm- 
bus or from embolism from the mural thrombus 
in the right auricular appendage. A reasonably 
logical sequence of events as regards to the pul- 
monary lesion is as follows: First, thrombosis 
or embolism occurred in the branch of the pul- 
monary artery in the lower lobe of the right lung 
and was followed by infarction; the infarct then 
became infected and a large lung abscess de- 
veloped; the subsequent rupture of the abscess 
into the pleural cavity produced a_broncho- 
pleural fistula. This would explain the cough- 
ing up of the large amounts of fetid sputum. 
The kidneys were the seat of marked chronic 
pyelonephritis which is consistent with the clini- 
cal history of hypertension of six years dura- 
tion. The heart which weighed 730 gm. showed 
marked hypertrophy and dilatation. Such 


changes are consistent with a duration of cardiac 
failure of nine months as indicated by the his- 
tory. Anatomie lesions consistent with renal in- 
sufficiency were hyaline necrosis of renal arte- 
rioles, acute fibrinous pericarditis and hyperplasia 
of parathyroid glands. ‘The clinical history 
indicates some degree of renal insufficiency for 
nine months prior to death. 

Although lung abscess is more likely to develop 
in septic infarcts, it occurs in approximately 4% 
of bland infarcts of the lung. Suppuration in 
bland infarcts is most common in the lower lobe 
of the right lung. 

The close correlation between Dr. Rosi’s diag- 
noses and the important lesions disclosed at 
autopsy is worthy of commendation. Such care- 
ful evaluation and interpretation of a record 
leaves little to be desired in the clinical discus- 
sion of a difficult diagnostic problem. 

BIBLIOGRAPHY 
1. Klingensmith, W., and Theis, F. V.: Femoral and Iliac 


Artery Embolectomy: Critical Review of Cases at the 
Cook County Hospital from 1946 to 1951, to be published. 


HELP! HELP! 


The Illinois Medical Journal is in need of well 
worked-up clinical pathological reports from hos- 
pitals throughout our State. Preference is given 
to those cases which are interesting and instruc- 
tive rather than to the rare and unusual. It is 
well to remember that all of us benefit from the 


For February, 1952 


experiences and mistakes of others but unless 
these are published in the medical literature, 


no one will benefit from their occurrence. Send 
your contributions to Dr. Harold M. Camp, Edi- 
tor, Illinois Medical Journal, 30 North Michigan 
Avenue, Chicago 2, or to Dr. Edwin F. Hirsch, 
Department Editor, Pathology Conferences, St. 
Luke’s Hospital, Chicago. 
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CHAMPAIGN 

Society News.—Dr. Lester W. Paul, professor of 
roentgenology, University of Wisconsin Medical 
School, Madison, discussed “Roentgenological As- 
pects of Carcinoma of the Lung” before the Cham- 
paign County Medical Society recently. 

Personal.—Dr. Norris J. Heckel addressed the 
New York Academy of Sciences recently on “The 
Effects of Testosterone Propionate Upon the Sper- 
matogenic Function of the Human Testis.” — A 
three day review course in rhinoplastic surgery was 
conducted by Dr, Maurice H, Cottle at the Indiana 
University Medical Center, February 12-14. — Dr. 
Harold Laufman was guest speaker at the Biological 
Division, Argonne National Laboratories, December 
20. His talk was on “Recent Developments in Ex- 
perimental Surgery.” — The annual meeting of the 
Spokane Academy of General Practice was recently 
addressed by Dr. Philip Thorek, in Spokane, on 
“Diagnosis and Treatment of Esophageal Lesions”, 
“Acute Abdominal Emergencies” and “The Pancreas 
and the practitioner.” — Laura G. Jackson has been 
appointed coordinator of public relations and publi- 
cations for the International College of Surgeons, 
1516 Lake Shore Drive, Chicago. She is also as- 
sociate director of the program in hospital admin- 
istration and lecturer on hospital public relations at 
Northwestern University, editor of the University’s 
Hospital Administration Review, and assistant to 
the chairman of the Tri-State Hospital Assembly. 
From 1937 to 1951 Miss Jackson was director of 
public relations for the American College of Sur- 
geons, prior to which she was editor of Public Util- 
ity Pioneer, executives’ magazine for the Standard 
Gas and Electric Company system. She is a gradu- 


NEWS OF THE STATE 


ate of Northwestern University Medill School of 
Journalism, is a member of the American Hospital 
Association, the Chicago Publicity Club, Association 
of University Programs in Hospital Administration, 
Illinois V’Yomen’s Press Association and National 
Federation of Press Women, and is an honorary 
member of Alpha Delta Mu, hospital administration 
fraternity. 

Society News.—The Chicago Council on Com- 
munity Nursing was addressed at its annual meet- 
ing, January 28, by Mr. Robert H. MacRae, director, 
Welfare Council of Metropolitan Chicago. His 
subject was “Nursing — A Partner in Community 
Health Planning.” 

University News.—Dr. Edwin A. Ohler has been 
promoted from instructor in physiology to assistant 
professor at the University of Illinois College of 
Medicine, and Dr. Harry M. Segenreich, promoted 
from clinical instructor in psychiatry to clinical as- 
sistant professor. 

The Oppenheim Lecture—Dr. Charles K. Fried- 
berg, New York, gave the third annual Maurice 
Oppenheim Memorial Lecture at Mount Sinai Hos- 
pital, February 6, on “Recent Advances in the 
Physiology, Diagnosis and Treatment of Chronic 
Pulmonary Heart Disease.” The lecture was spon- 
sored by Alpha Rho.Chapter of Phi Lambda Kappa 
Fraternity at the Chicago Medical School. 

Grants for Research.—The Board of Directors 
of the Hektoen Institute for Medical Research wish 
to announce the receipt of a grant of $4,428 from 
the U. S. Public Health Service for a cancer control 
project entitled, “Investigation as to the Incidence 
of Operable Carcinoma of the Stomach at Autopsy” 
under the direction of Dr. Frederick Steigmann. A 
grant of $12,420 was also received from the Com- 
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merical Solvents Corporation for the study of rheu- 
matoid arthritis, this work to be done under the 
supervision of Dr. Eugene F. Traut and associates. 

Lecture Series on Cancer—A series of lectures 
on cancer opened at the Chicago Medical School, 
January 16, with Dr. Elizabeth Miller, Madison 
Wis., talking on “Recet Biochemical Studies in 
Carcinogenesis.” Others in the series are: January 
23, Dr. A. C. Ritchie, “The Mechanism of Carcino- 
genesis”; January 30, Dr. Albert Tannenbaum, 
“The Effect of Diet in Cancer”; February 13, Dr. 
W. C. Hueper, Bethesda, Md. “Environmental 
Cancer Hazards”; February 20, Dr. H. A. Sissons, 
University of London, “Bone Tumors: Human and 
Experimental”; February 27, Dr. Chester Southam, 
New York, “Chemotherapy of Cancer.” 

The McArthur Lecture-—The 28th Lewis Linn 
McArthur Lecture of the Frank ‘Billings Foundation 
of the Institute of Medicine of Chicago was deliver- 
ed at the Palmer House, February 22, by Dr. Russell 
S. Fisher, chief medical examiner of the State of 
Maryland, on “The Changing Perspective in Medi- 
colegal Practice.” At a joint meeting of the In- 
stitute and the Chicago Medical Society, January 
16, speakers were Dr. M. A. Blankenhorn, profes- 
sor of medicine, University of Cincinnati College of 
Medicine, on “Pneumonia in the General Hospital: 
Present Day Treatment”; and Dr. Carl V. Moore, 
professor of medicine, Washington University 
School of Medicine, St. Louis, on “Recent Advances 
in Management of Blood Dycrasias.” 

Northwestern Receives Army Grant to Study 
Dropsy, Dehydration—The department of biochem- 
istry of Northwestern University’s medical school 
has received a grant of $40,000 from the Quarter- 
master Division of the Army to extend investiga- 
tions in edema (dropsy) and dehydration. 

The work is being done in cooperation with the 
Research Service at Veteran’s Administration Hos- 
pital, Hines, Ill. and with the Army’s Climactic 
Research Laboratory, Lawrence, Mass. 

The Army is particularly interested in the physi- 
ological effects of extreme climactic conditions — 
both arctic and tropic — on body water distribution. 

Dehydration is especially important as it affects 
the efficiency of the soldier as well as his ability to 
recover from wounds. It is a problem the armed 
forces face in areas where water supply for troops 
is likely to be frozen, dried up or contaminated. 

Edema is a common complication of certain dis- 
eases involving the heart and kidneys. 

Study of the amount and distribution of body 
water will be aided by the use of “tagged” molecules 
of water containing deuterium (heavy hydrogen). 
Knowing the number of these molecules introduced 
to the body system and analyzing body fluids drawn 
oft. doctors will be aided in determining the propor- 
tious of dilution or concentration of water. 


GREENE 
Society News.—Speakers before the Greene 
County Medical Society in December were Drs. 
Albet F, Fricke, Jacksonville, on “The Heart in 
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Pregnancy” and Robert Hartman, Jacksonville, 
“Treatment of Eclampsia.” 
KNOX 

Society News.—The program of the Knox 
County Medical Society in Galesburg, December 
20, featured the showing of movies titled “Atomic 
Medical Cases” and “You Can Beat the A-Bomb.” 
The program was in charge of Dr. J. L. Bohan, 


Galesburg. MADISON 

Society News.—Dr. Justin Cordonnier, assistant 
professor of genito-urinary surgery, Washington 
University School of Medicine, St. Louis, discussed 
“Carcinoma of the Bladder” before the Madison 
County Medical Society, January 3. 

Society Election.—Dr. L. L. Grzesk, Granite City, 
was chosen president-elect of the Madison County 
Medical Society at a meeting December 6, and Dr. 
W. W. Brown, Collinsville, was installed as presi- 
dent. Other officers are Dr. E. F. Moore, Collins- 
ville, secretary; Dr. Cecelia Hellrung, Edwards- 
ville, treasurer; Dr. M. Pfeiffenberger and Dr. Harry 
Mantz, both Alton, delegates to the Illinois State 
Medical Society; and Dr. W. E. Delicate, Edwards- 
ville and Dr. L. H. Konzen, alternates; Dr. E. H. 
Theis, Granite City, medico-legal member; and Drs. 
G. F. Moore, Alton, H. M. Cravens, Collinsville and 
Dr. J. C. Collins, Edwardsville, board of censors. 
The society was addressed at this meeting by Dr. 
Joseph A. Hardy, St. Louis, on “Use and Abuse of 
Endocrines in Gynecology.” 

MORGAN 

Society News.—The January 10 meeting of the 
Morgan County Medical Society was addressed by 
Drs. R. R. Hartman and A. Fricke on “Eclampsia” 
and “Diseases of the Heart in Pregnancy.” Dr. 
Morris Greenberg is secretary. 

ROCK ISLAND 

Fiftieth Anniversary—The Rock Island County 
Medical Society observed its fiftieth anniversary at 
the Short Hills Country Club, East Moline, Decem- 
ber 11. Three Fifty Year members of the society 
were present: Drs. Louis Ostrom, A. D. West and 
F. H. First. At the meeting, Dr. A. Walter Wise, 
Rock Island, was chosen president; Dr. R. D. Per- 
kins, Moline, vice president; Dr. L. J. McCormick, 
Moline, secretary; and Dr. Phebe Pearsall, Moline, 
treasurer. Dr. P. P. Youngberg, Moline, was master 
of ceremonies and in charge of entertainment for 
the evening. Many of the doctors and their wives 
came in costume commonly worn in 1900. 

The Society devoted its January 8 meeting to the 
theme, “The County Medical Society’s Part in the 
Public Relations Program in Organized Medicine.” 
Speakers were Dr. Harold M. Camp, Monmouth, 
Secretary, Illinois State Medical Society; Mr. John 
W. Neal, Legal and Legislative Advisor and Mr. 
James C. Leary, Director, Bureau of Public Rela- 
tions, Illinois State Medical Society. 

SANGAMON 
Society News.—“Fluoridation of the Public Water 


Supply” was the title of a talk given by Dr. Wins- - 
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ton H. Tucker, commissioner or health, Evanston, 
before the Sangamon County Medical Society, 
January 3, in Springfield. 


Society Officers—Dr. Nelson H. Chesnut is presi- 
dent of the Sangamon County Medical Society for 
the coming year. Other officers are: Dr. Burle B. 
Madison, vice president; Dr. William DeHollander, 
secretary-treasurer; Dr. Darrell H. Trumpe and Dr. 
Kenneth Schnepp, delegates to the Illinois State 
Medical Society; and Dr. J. Marvin Salzman and 
Dr. Jacob E. Reisch, alternates. 


GENERAL 


Congress of Physical Medicine—The 30th annual 
scientific and clinical session of the American Con- 
gress of Physical Medicine will be held August 25- 
29, 1952 inclusive, at The Roosevelt Hotel, New 
York. Scientific and clinical sessions will be given 
on the days of August 25, 26, 27, 28 and 29. All ses- 
sions will be open to members of the medical pro- 
fession in good standing with the American Medical 
Association. In addition to the scientific sessions, 
annual instruction seminars will be held. These 
lectures will be open to physicians as well as to 
therapists, who are registered with the American 
Registry of Physical Therapists or the American 
Occupational Therapy Association. Full informa- 
tion may be obtained by writing to the American 
Congress of Physical Medicine, 30 North Michigan 
Avenue, Chicago 2. 


Camp for Diabetic Children—A summer camp for 
diabetic children will be opened for the fourth season 
under the auspices of the Chicago Diabetes Associa- 
tion, Inc., July 1-22, 1952 at Holiday Home, Lake 
Geneva, Wis. In addition to the regular personnel 
of the camp, there will be a staff of dietitians and 
resident physicians, trained in the care of diabetic 
children, furnished by the Chicago Diabetes Associa- 
tion. Boys and girls, ages eight to fourteen inclu- 
sive, will be accepted at a fee of $120 (which covers 
the three week camping period and transportation 
from Chicago). Fee reductions may be arranged 
when considered necessary. Physicians are request- 
ed to notify parents of diabetic children and to 
supply the names of children who would like to 
attend camp. Applications may be obtained from, 
and inquiries should be addressed to: Service Unit, 
Chicago Diabetes Association, 110 South Dearborn 
Street, Chicago 3. Limited capacity requires prompt 
application. 


DEATHS 


Rosert A. Back, Chicago, who graduated at North- 
western University Medical School in 1904, died Jan- 
uary 13, aged 72, in his home in Maitland, Fla., to 
which he moved a year ago. He was director emeritus 
of medical services at La Rabida sanitarium in Jack- 
son Park; professor emeritus of pediatrics at Loyola 
University School of Medicine and retired head of the 


pediatrics service at Mercy hospital. 


Dora EMMA BowMAn, La Grange, who graduated 
at College of Physicians and Surgeons, Medical De- 
partment of Kansas City University, Kansas City, in 
1901, died in Iola, Kan., August 30, aged 82, of injuries 
received in an automobile accident. 


Cuirrorp C. C. Brace, Berkeley, who graduated at 
Hahnemann Medical College and Hospital, Chicago, 
in 1919, died December 2, aged 66. 


Nettie GENEVIEVE CHIPMAN, Savanna, who grad- 
uated at Chicago College of Medicine and Surgery in 
1915, died October 19, aged 78, of injuries received ina 
fall. 


Harotp retired, Chicago, who grad- 
uated at the Unicersity of Pennsylvania School of 
Medicine in 1894, died January 1, aged 82. 


Isaac FRANK FREMMEL, Chicago, who graduated at 
the College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, in 
1909, died September 5, aged 65. 


VINCENT GUAGLIATA, Chicago, who graduated at 
National Medical University, Chicago, in 1903, died 
January 8, aged 76. 


James M. HAMILTON, retired, Chicago, who grad- 
uated at Rush Medical College in 1895, died recently, 
aged 84.( He had practiced medicine in .Chicago over 
fifty years. He was on the staff of St. Joseph’s Hospi- 
tal. 


James F. HiItcenserc, Pesotum, who graduated at 
the Medical College of Indiana, Indianapolis, in 1904, 
died suddenly, Novembed 4, aged 72. He was affiliated 
with Burnham City Hospital in Champaign and Mercy 
Hospital in Urbana. 


EMANUEL M. Kaplan, who graduated at Rush 
Medical College in 1921, died December 29, aged 55. 
He was assistant professor of surgery at the Chicago 
Medical School. 


WILi1amM C, OLson, Chicago, who graduated at the 
University of Illinois College of Medicine in 1899, died 


January 5, aged 76. He had practiced medicine in 
Chicago oved 50 years. 


Datias B. PHEMISTER, Chicago, who graduated at 
Rush Medical College in 1904, died December 28, aged 
69, at Albert Merritt Billings Hospital of the university 
medical center where he was a member of the organiz- 
ing staff. He was professor emeritus of surgery at 
the University of Chicago; past president of the Ameri- 
can College of Surgeons, the American Surgical As- 
sociation, the Society of Clinical Surgery, and the 
Chicago Pathological Society. 


Roy O. Riser, Park Ridge, who graduated at the 
University of Illinois College of Medicine in 1931, 
died January 3, aged 45. He was clinical associate 
professor of ophthalmology at the University of Illinois, 
a member of the American Academy of Ophthalmology 
and Laryngology, and vice president of the Chicago 
Ophthalmological Society. 


Ilineis Medical Journal 
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Postgraduate Conference in Springfield.—A Post- 
graduate Conference arranged by the Postgraduate 
Education Committee of the Illinois State Medical 
Society, in cooperation with Stritch School of Medi- 
cine of Loyola University, will be held Thursday, 
April 3, in Springfield, with the Sangamon County 
Medical Society acting as host to a complimentary 
luncheon at the Hotel Abraham Lincoln. The par- 
ticipating physicians, all of Chicago, on the after- 
noon program will be George A. Hellmuth, Chair- 
man, Postgraduate Education Committee, presiding; 
Leo P. A. Sweeney, clinical associate in ophthal- 
mology, Diagnosis and Treatment of Common Eye 
Diseases, illustrated; Joseph T. Coyle, clinical in- 
structor in bone and joint surgery, End Results of 
Injury to the Epiphysis, illustrated; Eugene T. 
McEnery, associate clinical professor of pediatrics, 
Anoxia in the Newborn, illustrated; Stanley J. Fahl- 
strom, assistant clinical professor of medicine, Ar- 
thritis—How to Diagnose it More Accurately, il- 
lustrated; Arthur G. Mulder, Ph.D., professor and 
chairman of the department of physiology, Some 
Features of the Pathological Physiology of Con- 
gestive Heart Failure, illustrated; Robert S. Berg- 
hoff, clinical professor of medicine, Management and 
Outlook of Coronary Disease; and Harold C. Voris, 
clinical professor of surgery, Common Neurosurgical 
Problems, in General Practice, illustrated. 


A special feature of this postgraduate session will 
be a Symposium on Jaundice with George F. 
O’Brien, professor and head of the department of 
medicine, on Medical Aspects, and Harry A. Ober- 
helman, professor and chairman of the department 
of surgery, Surgical Aspects. 


Participants in a Panel on Shock, conducted by 
Harry H. LeVeen, assistant professor of physiology, 
moderator, on Physiologic Aspects, will be Arkell 
M. Vaughn, professor of surgery, Surgical Aspects; 
Samuel G. Plice, clinical professor of medicine, 
Medical Aspects; and Robert J. Hawkins, associate 
clinical professor of obstetrics and gynecology, Ob- 
stetrical and Gynecological Aspects. 


A Fellowship Gathering will conclude the after- 
noon session. Nelson H. Chesnut, president, San- 
gamon County Medical Society, will preside at the 
evening session. Following the dinner, Ralph P. 
Peairs, Councilor of the Fifth District, will present 
a Fifty Year Club Certificate to Charles L. Patton, 
Sr, and an Emeritus Membership Certificate to 
John A. Lindquist. Evening speakers will be Mr. 
John W. Neal, Executive Secretary, Committee on 
Medical Service and Public Relations and General 
Counsel, Illinois State Medical Society, on Volun- 
tary Prepayment in the Social Picture, and John F. 
Sheehan, dean, professor and chairman of the de- 
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partment of pathology, Effects of Radiation on 
Normal and Cancerous Tissue, illustrated. 


Health Talk on TV.—Since the last issue of the 
ILLINOIS MEDICAL JOURNAL, the following 
telecasts have been presented by the Educational 
Committee over WGN-TV, Channel 9, on Wednes- 
day evenings at 9 p.m.: 

Richard Marcus and Francis Lederer, January 16, 
Your Hearing — Fact and Fancy. Audio Develop- 
ment Company and Denoyer-Geppert Company pro- 
vided equipment for this telecast. 

Joseph K. Freilich, January 23, The Case of the 
Elusive Cancer. Clay-Adams Company, Inc. Surgi- 
cal Supplies cooperated in making available equip- 
ment. 


Your Doctor Speaks Over WFJL, Thursday 
evenings at 7:30 p.m., carried the following tran- 
scribed broadcasts under the auspices of the Educa- 
tional Committee since the last issue of the JOUR- 
NAL: 

George V. Byfield, December 27, Undulant Fever. 

Harry M. Hedge, January 3, Birthmarks. 

John T. Reynolds, January 10, Abdominal Pain. 

Joseph B. Kirsner, January 17, Colitis. 

Howard A. Lindberg, January 24, Pneumonia 
Today. 


Lectures Arranged Through the Educational 
Committee: 

Ann Fox, Secretary, Educational Committee, 
January 25, Woman’s Auxiliary to the Calumet 
Branch of the Chicago Medical Society, There’s No 
Business Like Medical Business. 

George M. Cummins Jr., January 28, McCormick 
Y. W. C. A., How to Relax and Sleep, and Febru- 
ary 4, Morgan Park Woman’s Club, on The Individ- 
ual in a World of Conflict. , 

Marion E. Gridley, February 4, Woman’s Auxil- 
iary to the North Shore Branch of the Chicago 
Medical Society, The Indian in America. 

Lawrence Breslow, February 8, Mother’s Club 
of the Evangelical Lutheran School of St. Phillip, 
Healthy Bodies Build Healthy Minds. 

Carl C. Pfeiffer, February 8, Physicians’ Fellow- 
ship Club Auxiliary, Animals in Medical Research. 

Margarete M. Kunde, February 11, McCormick 
Y. W. C. A., Diet and Nutrition. - 

Franklin R. Fitch, February 26, Barry P. T. A,, 
Sex Education for Our Children. 


Lectures Arranged Through the Scientific Service 
Committee: 

Peter A. Rosi, Chicago, January 17, La Salle 
County Medical Society, in La Salle, Recent Trends 
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HEALTH TALK MARKS THIRD ANNIVERSARY ON WGN- 
TV.—‘‘The Story of a Blue Baby” marked the third 
onniversary of Health Talk over WGN-TV, Tuesday, 
December 18, 1951. Because the Educational Com- 
mittee of the Illinois State Medical Society was the 
first state medical society committee to produce this 
type of educational telecast, it was considered fitting 
that the anniversary telecast should present another 
first from this area. Thus the anniversary telecast 
concerned itself with the first operation of its kind, 
apart from the original work of Blalock and Taussig in 
Baltimore, to correct the malformation of the heart 
causing blueness in children born with this defect. 


in the Treatment of Cancer of the Colon. 
Matthew J. Brunner, Chicago, February 14, Will- 
Grundy County Medical Society, in Joliet, Allergic 
Aspects of Dermatology, illustrated. 
John T. Reynolds, Chicago, February 21, White- 
side-Lee County Medical Societies, Rock Falls, 
Surgery of the Colon, illustrated. 


Appearing in the telecast were the physicians who did 
this original work in this particular operation, Dr. 
Willis J. Potts, chief surgeon, Children’s Memorial Hos- 
pital, and Dr. Sidney Smith, member of the surgical 
staff of Grant Hospital — after both of whom the 
operation is named, and Dr. Stanley Gibson, consulting 
cardiologist, Children’s Memorial Hospital. Dr. Theo- 
dore R. Van Dellen, assistant dean, Northwestern Uni- 
versity Medical School, appeared as moderator. Also 
appearing in the telecast was Diane Schnell, Waukesha, 
Wis., the first youngster to undergo the Potts-Smith 
technique. With her were her parents, Mr. and Mrs. 
Andrew Schnell. Caesar, the dog hero of the Potts- 
Smith operation, also appeared in the cast. 


Walter W. Carroll, Chicago, February 26, De 
Kalb County Medical Society, De Kalb, Role of 
Radical Neck Dessection on Oropharyngeal Cancer, 
illustrated. 

Ernest D. Bloomenthal, Chicago, February 28, 
Will-Grundy County Medical Society, Joliet, Ano- 
Rectal Diseases, illustrated. 
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| Now available... 


a “chemical fff fence” for the alcoohlii 
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. 


‘‘Antabuse’’—nearly three years under intensive 
clinical investigation—is now available for the 
treatment of alcoholism. By setting up a sensitizing 
effect to ethyl alcohol, ‘‘Antabuse’’ butlds a ‘chemical - 
fence’’ around the alcoholic...helps him develop a 
resistance to his craving. Its high degree of efficacy 
is confirmed by extensive clinical evidence. 


‘Antabuse’ is safe therapy when properly 
administered. However, it should be employed only 
under close medical supervision. Complete descriptive 
literature is available and will be gladiy furnished 
on request. 


‘“‘Antabuse’’ is identical with the material used 
by the original Danish investigators, and is supplied 
under license from Medicinalco, Copenhagen, 
Denmark. U. S. Pat. No. 2,567,814. 


Tested in more than 100 
Supplied in clinics...by more than 800 qualified investigators 
tablets of 0.5 Gm., ...on more than 5,000 patients...and covered by 
bottles of 50 7 more than 200 laboratory and clinical reports, 


... brand of specially prepared and highly purified tetraethylthiuram disulfide, 
AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 


\ 
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REHABILITATION OF THE QUADRICEPS 


By the Committee on Trauma, American College of 
Surgeons. In THE JOURNAL OF THE KANSAS 
MEDICAL SOCIETY, 52:9 :434, September 1951. 


Great strides have been made in the technics 
of the definitive treatment of trauma in the 
early stage, but in order to be effective the same 
must hold true of the convalescent stage. 

Rehabilitation does not require elaborate equip- 
ment in a large clinic. It does not mean hours 
of passive participation under a lamp or dia- 
thermy or days of nonproductive, monotonous 
exercises. ‘True rehabilitation begins at the bed- 
side or in the clinic or office where the surgeon 
first directs his treatment toward the early func- 
tional restoration of the injured part. Some- 
times it may mean the reassurance that an injury 
or illness is not serious and no special treatment 
is required. For example, often painstaking 
instruction is necessary by the surgeon in the 
proper use of cane or crutches. Where the ancil- 
lary services of physical and occupational therapy 
are avilable, they are invaluable aids to attaining 
physical restoration if optimal use is made of 
them. ‘To assure the best results they must be 
started early. 

Excellent work is being done by the limited 
number of rehabilitation facilities available at 
present, and by earlier referral they could be 
helped even more in returning the patient to 
employment sooner. 
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PHYSICAL MEDICINE ABSTRACTS 


Any illness or operation which confines a 
patient to bed leads to rapid atrophy, loss of tone, 
or deconditioning of the quadriceps. <A few 
brief periods of daily exercise or reconditioning 
prevent this atrophy and provide a_ valuable 
safeguard. Exercises which are productive or 
competitive are more interesting, but the patient 
soon grasps the importance of these less interest- 
ing static “muscle setting” or active exercises. 
At the same time other muscles must participate 
and benefit by the exercises. Finally, the benefit 
to circulation and general nutrition should not 
be underestimated. 

Reeducation and redevelopment of the quadri- 
ceps are the single most important part of re- 
habilitation after injury or surgery. Quadriceps 
training requires no special apparatus or skill. 
However, there are a few essential details: 

The attending physician must bring rehabilita- 
tion to the bedside. He must be aware of its im- 
portance and be willing to devote a minute or 
two during his daily visit to the instruction of 
the patient. 

The patient should be told that he alone can 
exercise his muscles. Massage or mechanical 
devices cannot develop strength. The impulse 
starts in his brain and follows the nerve pathway 
to the muscles. Strength is attained only by 


active exercise. Periods of instruction or clinic 
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from among 
all antibiotics, 
Neurologists and Neurosurgeons 
often choose 


because 


It readily passes into the cerebrospinal fluid, 
the presence of meningitis making little 
difference in its concentration. 


Measurable serum levels are maintained for 
as long as 12 hours after oral administration, 
oral doses of 5 to 10 mg. per kilo at 6-hour 
intervals being adequate for this purpose. 
Aureomycin has been shown to be highly 
effective against those bacterial invaders 
commonly encountered in central nervous 
system infections. 


Aureomycin has been reported to be 
effective against susceptible organisms 
in: Brain Abscess « Cranial Trauma 
Infection Encephalitis Meningitis 


Throughout the world, 
as in the United States, iil 
aureomycin is recognized as a | rw 
broad spectrum antibiotic 
of established effectiveness. 
Capsules: 50 mg.—Bottles of 25 and 100; 250 
mg.—Bottles of 16 and 100. Ophthalmic: Vials 


of 25 mg. with dropper; solution prepared by 
adding 5 ce. of distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


30 Rockefeller Plaza, New York 20, N.Y. 
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PENICILLIN 
Oral Tablets 


~—= Greater effectiveness by 
me, the ORAL ROUTE 


Oral therapy with Aluminum Penicillin 
has proved to be highly effective in a variety 


of penicillin-susceptible infections. 


Aluminum Penicillin rarely causes gastro- 


intestinal disturbance or allergic reactions. 


Unique advantages are that Aluminum 

Penicillin is not soluble in solutions of the 

acidity of gastric secretion but is readily 

& absorbed from the intestinal tract. Sodium 
benzoate is added because it inhibits the de- 


structive action of penicillinase. 


These factors provide for maximum utili- 
zation of the drug, higher and more pro- 
longed blood levels. 


Supplied in vials of 12 tablets each con- 
taining Aluminum Penicillin 50,000 units, 


Sodium Benzoate 0.3 gram. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore 1, Maryland <> 


Physical Medicine (Continued) 


treatment are only training for the work the 
patient must perform between visits. 

Factors limiting the intensity of exercise are 
essentially pain and fatigue. _The patient seldom 
exercises beyond the limit of either, and he may 
safely exercise if he experiences neither excessive 
pain nor fatigue. 

The knee should be in extension during most 
of the time while at rest. Especially after 
trauma or surgery involving the knee is this im- 
portant. 

Exercise should be started as soon as possible 
after the patient is confined to bed and within 
twenty-four hours after surgery or trauma. 

Exercises may be classified as (a) static, (b) 
passive, (c) assistive, (d) active, and (3) resis- 
tive. 

Exercises are progressive in this order: static, 
active and resistive. 

Exercise to be effective must be strong, inter- 
mittent, and interrupted by a brief period of 
relaxation so that the musele may recover by 
receiving nutrition and oxygen, and by eliminat- 
ing waste products. A muscle held in a pro- 
longed state of contraction tends to fatigue and 
atrophy. While repeated exercises develop en- 
durance, strength is developed by a few exercises 
daily with the maximum weight which can be 
lifted effectively. 

In walking, with or without crutches, the knee 
should not be held stiffly in extension or the 
muscle will fatigue and atrophy. Walking with 
a passive pendulum motion at the knee does not 
develop muscle strength. As the leg is moved 
forward the knee should flex slightly in order 
to relax the quadriceps. As the heel strikes the 
ground the quadriceps should contact in order 
to extend the knee fully and give the individual 
a secure gait. 


PHYSICAL MEDICINE IN GENERAL 
PRACTICE 


Ferdinand F. Schwartz, A.B., B.S., M.D., Birmingham, 
Ala. In THE JOURNAL OF THE MEDICAL 
ASSOCIATION OF THE STATE OF ALA- 
BAMA, 21:2:37, August 1951. 


The employment of physical medicine for the 
treatment of diseases and injuries has become 
a very important adjunct in the daily practice 


(Continued on page 48) 
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“Conforming to the pattern cf human milk” 


Bremil 


for normal infant development 


Clinical experience with thousands of infants 
demonstrates impressively the valuable role of 
J Bremil in infant nutrition. 
Waa! Bremil is a completely modified milk in which 
nutritionally essential elements of cow’s milk 
have been adjusted in order to supply the nutritional 
requirements of infants deprived of human milk. 


It can be used with confidence either as part or all 
of the food supplied to the normal healthy infant. 


Bremil conforms to the fatty acid and amino acid 
patterns of human milk. Bremil is a completely 
modified milk in which the calcium-phosphorus 

ratio (guaranteed minimum |¥2:1) is adjusted 

to the pattern of human milk, thus helping to prevent 
tetanic symptoms in newborns.'? 


Bremil supplies the same carbohydrate as breast 
milk, lactose. 


Bremil’s vitamin adjustments for standards of infant 
nutrition,’ its human-milk size particle curd, 
miscibility and palatability are additional reasons 
for its choice in infant feeding. Bremil approximates 
the nutritional role of the mother. 


flexible, 


Available in drugstores in | Ib. cans. 


palatable, 
| Gardner, L. I., Butler, A. M., et al.: 
Pediatrics 5:228, 1950 
2 Nesbit, H. T.: Texas State J. M. easy 
38:551, 1943 
3 Bull. National Research Council No. 119 
Jan. 1950 to 


4 Recommended Daily Dietary Allowances, 
Revised 1948, Food and Nutrition Board, 
National Research Council 


prepare 


Complete data and Bremil samples are available to you. 


Prescription Products Civision 


The Borden Company c. 350 Madison Avenue, New York 17 
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Physical Medicine (Continued) 


A L CO ibe 0 L I S M of medicine. The most commonly used physical 


agents in general practice are heat, light, water, 
ultraviolet rays and exercises. 


Heat may be applied locally by lamps, short 
wave, electric pads, moist compresses, paraffin 
Despite its social significance, the and water. Regardless of which modality is 


employed, certain basic principles should be ob- 
served ; namely, the condition of the patient, the 


treatment of excessive drinking is 


recognized today as essentially a pathology involved, age, temperature, distance, 
time element and sensitivity, Heat must be 
medical problem. applied carefully in peripheral vascular diseases 
and diabetes where the diseased blood vessels can. 
not take care of the increased circulation. Par- 


aftin baths may be used for home treatments. 
Contrast baths are useful adjuncts in the man- 


of alcoholism as a disease. agement of arthritis at home. In office practice, 
heat may be employed through short wave dia- 


ized for many years in the treatment 


All of our treatment is carried on thermy. Care must be observed in spacing the 
d electrodes, Since one cannot estimate the 
un er strict medicaf supervision. Each amount of heat to be tolerated by the patient 


case ig treated individually and—we with short wave, the patient should be observed 
constantly. It is better to give too little than 


do not use conditioned reflex therapy to burn the patient. 


Ultraviolet rays are invisible and are known 


as chemica) rays. hey should never be pre- 
scribed carelessly for home use, in spite of the 


in any of its forms, such as alcohol 


reactors, nauseants, cic, 


great pressure which is exerted by certain retail 


We have been successful in helping outlets, The minima) erythema dose should be 
ascertained in each individual case and then 
a great many patients and returning one-fourth of this amount is given as the initial 


dose of ultraviolet. 


The rhenmatoid arthritis patient should have 


them to their homes and families as 


useful members of society. The terms rest in order to avoid strain on the joints, and 
a ti this should be on a non-saggin bed, and the 
are moderate, the treatment is some- joiute in maximum extension, Sino deformity 


takes place in flexion, the extensor muscle groups 
have to be devoloped, and exercises must be care- 


fully and accurately prescribed. In addition, 


to carry the joints through the range of motions, 
be glad to send full particulars and muscle tensing exercises must be prescribed, such 


jan ane as the quadriceps setting exercise. All exercises 
are to be performed slowly and rhythmically, 


with complete relaxation in between the exercises. 
In the acute inflammatory stage, exercises should 


er ae not be performed. It is a good policy to start 
the exercises about two times at one session, 

THE KEELEY INSTITUTE repeated every four hours if no pain develops: 
)  —, DWIGHT, ILLINOIS then gradually add one more daily. Breathing 
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To the interested physician we will 
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: 


Includes the most potent and economical liquid oral 
penicillin product available—plus 


MA complete range of dosage forms and poten- 
cies to suit your varying needs— 


| ad Identified by one easily remembered name— 


Dramcillin— 


> Provides buffered penicillin G potassium, the 
oral efficacy of which is long established. 


K Presents Sulfacetimide as a component of all 


penicillin-triple sulfonamide combinations. 


New DRAMCILLIN-500... 


(500,000 units of penicillin* per teaspoonful) 
I pe 


Highest potency liquid ora) penicillin available Most economical liquid oral penicillin available 
Fully effective on convenient 8 to 12 hour dosage schedule 


New DRAMCILLIN-250 with Triple Sulfonamides . .. and 
New DRAMCILLIN-259 TABLETS with Triple Sulfonamides 


(250,000 units of penicillin* and 0.5 Gm. mixed sulfonamides{ per teaspoonful or tablet) 


Effective two-fold attack against wider range of microorganisms 
Minimizes possibility of development of drug-resistant organisms 


DRAMCILLIN-250 — (250,000 units* per tea- DRAMCILLIN with Triple Sulfonamides 
spoonful). — (100,000 units of penicillin* and 0.5 Gm. of triple 
DRAMCILLIN— (100,000 units* per teaspoonful). sulfonamidest per teaspoonful). 


Also: DROPCILLIN— (50,000 units* per dropperful). 


*huflered crystalline penicillin G potassium 
10.167 Gm. a of aan. Sane and sulfacetimide (the sulfa of choice as the third component) 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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DOCTOR! you = approve the 


Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Hickory Hill 
Maple Hill 


Charming, healthful rural locations conveniently 

situated, 24 hour care by trained nurses and order- 

lies, tempting food and supervised diets all con- 

tribute to your patient's well-being or recovery. 
18 years of experience. 


ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 4661 


H, J. Carr, M.D., Staff Physician. 


Radium Rental 
Service 


By 
THE PHYSICIANS RADIUM 
ASSOCIATION 


Organized for the purpose of making radium 
available to physicians to be used in the 
treatment of their patients. Radium loaned 
to physicians at moderate rental fees, or 
patients may be referred to us for treatment 
if preferred. 


The Physicians Radium 
Association 


Room 1307—55 East Washington St., 
Pittsfield Bldg., CHICAGO 2, ILL. 
Telephones: CEntral 6-2268 and 6-2269 

Wm. L. Brown, M.D. 
Wm. L. Brown, Jr., M.D 


Physical Medicine (Continued) 


exercises should be a part of the regimen since 
they promote expansion and ventilation of the 
thoracic cavity. 

Detailed basic exercises for rheumatoid arth. 
ritis are given. ‘These should be preceded by 
infra-red light for twenty minutes. After the 
exercises a gentle rhythmic massage is to be 
given, using mineral oil and alcohol over the 
parts. However, massage never should be given 
over joints. 

In osteoarthritis, particular attention should 
be paid to posture, occupation, and obesity, and 
the walking and sleeping habits of the patient. 
Heat, in the form of infra-red lamp, baker, or 
short wave in the office, will relax the muscles, 
The heat should be followed by massage and 
postural exercise, especially if the spine is in- 
volved. 

For hemiplegic patients gentle passive exer- 
cise is first given to the affected parts. Later 
active assistive and finally active exercises are to 
be engaged in. A pulley should be attached to the 
foot of the bed so that the patient may exercise 
the shoulders and pull himself up to a sitting 
position. Active exercise to the facial muscles 
should be instituted by having the patient blow, 
pucker the lips, close the eyes, open and close 
the mouth, grind the teeth, and protrude and 
then withdraw the tongue. 


FRACTURES OF THE UPPER END 
OF THE HUMERUS 


John A. Powers, M.D., Charlotte, N. C. In SOUTH- 
ERN MEDICINE AND SURGERY, 113:7:225, 
July 1951. 

In considering fractures of the upper end of 
the humerus, the author has included those which 
occur at or above the insertion of the latissimus 
dorsi and the teres major. These fractures have 
logically been classified according to age. 

Humeral fractures assume their greatest im- 
portance when they occur in children. Injuries 
to the epiphyseal plate result in growth changes 
and positional deformities of the humeral head. 

In adults the treatment of complete fractures 
of the surgical neck is similar to that in children. 
However, fractures with adduction of the proxi- 
mal fragment are about as frequent as those 


(Continued on page 54) 
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““E treating peptic uleer it is s important 


l To Neutralize Hyperacidity. And KOLANTYL 
includes a superior antacid combination (magnesium 
oxide and aluminum hydroxide, also a specific. anti- 


peptic) for two-way, balanced antacid activity. — 


To Protect The Crater. And KOLANTYL includes 
a superior demulcent (methylcellulose, a synthetic 
mucin) which forms a protective coating over ulcer- 
ated mucosa. 


To Block Spasm. And KOLANTYL includes a 
superior antispasmodic (Bentyl) which provides 
direct smooth muscle and parasympathetic depres- 
sant qualities .... without “belladonna backfire.” 


hut only 


Inactivation of Lysozyme with a proven anti- 
lysozyme, sodium lauryl sulfate. Laboratory research 

1.2.3 and clinical studies* indicate that lysozyme is one 
of the etiologic agents of peptic ulcer. By inhibiting 
or inactivating lysozyme, KOLANTYL—and ONLY 
KOLANTYL— includes the important 4th factor 


Merrell \ toward more complete control of peptic ulcer. 
1828 


NewYork CINCINNATI Toronto SAGE: Two Kol 
1. Meyer, K, Am.J.Med. §:482,1948, \ needed for relief. Mildly mint olanty 
2, Wang, K.J. and Grossman, M.I. Am.J. ae. 155:476,1948, may be chewed, or swallowed with ease. 


3, Grace, W.J. Am.J.Med.Sc. 217:241,1949, 
4, Hufford, A.R. Rev. of Gastroenterology. Aug.,1951. \N 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


$5,000.00 accidental death $8.00 
$25 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death 24.00 
$75 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death 2.00 
$100 weekly indemnity, accident and sickness Quarterly 
ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 
Cost has never exceeded amounts shown. 


85c out of each $1.00 gross income used for 
members’ benefit 


$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protecti 
of our members. 
Disability one net be incurred in line of eer--henaite trom 
he beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same 
0 First National Bank Building — . NEBRASKA 


specialized service 
assures “know-how” 


CHICAGO Office: ~ 
m "y Hoehn, E. M. Breier and 
R. Clouston, Representati 
mana Marshall Field Annex Building, 
Telephone State 2-0990 
SPRINGFIELD Office: 


A. Seeman, Re 
“Telephone Rochester 561 


Physical Medicine (Continued) 
with abduction, the type depending on how the 
extremity is held when the patient falls. These 
are treated by immobilization with the arm at the 
side, as in a Velpeau bandage. 

In the older patient, where early ambulation 
and a functioning shoulder outweigh the advan- 
tages of an anatomical reduction, treatment is by 
necessity limited. The arm is placed in a sling 
or a Velpeau dressing for a minimal period, 
usually fourteen to twenty-one days, and then 
active shoulder motion is instituted. 

Probably no group of fractures demands a 
more vigorous program of physical therapy than 
those of the proximal humerus, particularly in 
the aged. The desire to prevent soft tissue con- 
tractures with resultant limitation of motion 
should remain paramount in the mind of the 
surgeon. To this end he might sacrifice accurate 
x-ray repositioning and the freedom from pain 
that goes with prolonged immobilization. 


CHRONIC EMPYEMA 


T. Holmes Sellers, London, and Gordon Cruickshank, 
Leicester. In THE BRITISH JOURNAL OF 
SURGERY, 38:152:411, April 1951. 


The principles of treatment of chronic em- 
pyema are three: (1) Elimination of toxic 
contents. (2) Closure of the cavity. (3) Resto- 
ration of lung function. 

Prophylaxis by correct handling of the acute 
phase is the obvious basis for treatment and this 
can be best expressed by continued and adequate 
drainage coupled with intensive physical therapy. 
A motley variety of drainage and_ irrigation 
methods has been advocated from time to time, 
but these cannot replace the more simple and 
effective principles just laid down. A chronic 
empyema once diagnosed must be correctly 
drained and this drainage constantly supervised 
until complete healing has occurred, and with 
this surgical treatment vigorous physical therapy 
perseveringly pursued. On occasions it is justi- 
fiable to consider complete excision of the 
empyenia with its walls and contents, and s0 
remove a harmful dead space, leaving the lung 
free from constricting scar tissue, but this is 2 
major operation and requires all the services of 
a fully equipped thoracic surgical unit. 


(Continued on page 56) 
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MEASURABLE ADVANCE 


mptoms 


{the common cold 


1 the relief of 


In a study of 5,734 patients with the common cold treated with 


Coricip1n,® “...the relief of symptoms was 72.7 per cent.... 


29% 


Side effects were mild and their incidence only 1.5 per cent 
greater than with the placebo. 


CoriciDIN contains the most potent antihistamine available — 
Chlor-Trimeton® Maleate as well as aspirin, phenacetin, and caffeine. 


Coricipin (antihistamine, antipyretic, analgesic) Tablets are available in 


tubes 


of 12, and bottles of 100 and 1000 tablets. 


*Manson, M. H.; Wells, R. L.; Whitney, L. H., and Babcock, G., Jr.: 
Internat. Arch. Allergy & Applied Immunol, 1:265, 1951, 
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Central X-Ray & Clinical 


Laboratory 
F. F. Schwartz M.D. 


Director 


COMPLETE MEDICAL X-RAYS & 
LABORATORY SERVICE, INCLUDING: 
Electroencephalograms 
Examinations 
Retrograde Pyelograms 


111 NO. WABASH AVENUE 
PHONE DEarborn 2-6960 


NERVOUS and MENTAL 
DISEASES 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 


| 


Distributors to the profession 
of fine 


Injectable Vitamins and Endocrines 


Interstate Pharmacal Company 


P. O. Box 252 Beloit, Wis. 
MAIL ORDERS SHIPPED IMMEDIATELY 


CUSTEFF SANITARIUM 


Mental and Nervous Disorders 
Alcoholism and Drug Addiction 
® SHOCK TREATMENT (Insulin, Metrazol 
Electro-shock) administered in suitable 
cases 
® ARTIFICIAL FEVER THERAPY 
Home like environment, individual 
attention. MODERATE RATES. 
Licensed by the State of Illinois 


HARRY COSTEFF, M. D., Medical Director 


1109 NO. MADISON AVE., PEORIA, ILL. 
Literature on request. 


Phone 4-0156 


Physical Medicine (Continued) 


Respiratory physical therapy deserves special 
mention since it is only carried out with full 
effect in chest units. The requisite exercises aim 
at localized and forceful inspiratory efforts with 
the patient concentrating on moving the area of 
the empyema. Persistence and encouragement 
will result in the expansion of an immobile sec- 
tion of chest wall. The lung will follow this 
movement and help to obliterate the empyema 
cavity. These objects are easily achieved, and 
daily, even hourly, practice is essential. Ten to 
twenty minutes’ exercises every waking hour 
produce results that cannot be obtained in any 
other way. In an extensive, rigid, chronic 
empyema a period of months may be required, 
and in one case success was reached only after 
a year and a half. The traditional measures of 
blowing up balloons and the like can be dis- 
carded, as they are expiratory in character and 
not inspiratory. Full postural and general exer- 
cises also should be used and the problem is 
simplified if the patients can be ambulatory for 
the greater part of the day and can take active 
physical exercise. For this reason the ordinary 
conditions pertaining to a general hospital are 
not ideal for. the treatment of chronic empyemata. 


DIAGNOSIS AND MANAGEMENT OF 

CHRONIC PERIPHERAL ARTERIAL 

INSUFFICIENCY 

Harold N. Neu, M.D., and William J. Reedy, M.D, 
Omaha, Nebr. In THE JOURNAL OF THE 
IOWA STATE MEDICAL SOCIETY, 41 :10:413, 
October 1951. 


The authors suggest a regime of therapy which 
they have found quite successful in the conserva- 
tive management of chronic peripheral arterial 
insufficiency. It is evident from the literature 
that no single agent has been uniformly con- 
sistent in producing the desirable effect of in- 
creased blood flow to the extremities. 

There are a well-known number of general 
therapeutic measures which are important. It is 
quite well agreed that tobacco in any form must 
be absolutely prohibited for successful results in 
the management of thromboangiitis obliterans. 
The use of proper clothing is stressed. The 
control of infection and of diabetes when present 


(Continued on page 58) 
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dis- Histar, a true achievement in dermatologic therapeutics, presents 
a combination of pyrilamine maleate, 2 per cent, and an extract 


and of carefully selected crude coal tar (Tarbonis) brand, 5 per cent, 
exer- in an emulsified hydrophylic base, non-greasy and clean in appli- 
n is Three yeats of clinical cation. In harassing skin conditions, burdened with tormenting 
, for study have established burning and itching and refractory to other treatment, Histar 
tive the efficacy of Histar in has proved of high therapeutic value. 


nary Neurodermatitis 
| are Urticaria 


A POTENT LOCAL ANESTHETIC 


wel. Papular Urticaria Pyrilamine maleate, a potent yet relatively nontoxic, nonirritant 

antihistaminic, neutralizes the excessive histamine released into 

Allergic Rashes the affected tissues by dermatoses with allergic components; thus 

Allergic Eczematous it quickly overcomes the associated burning and pruritus. Further- 

Dermatitis more, it is reported to be a powerful local anesthetic 3.3 times as” 
Atopic Dermatitis potent as procaine.* 


Dermatitis Venenata 
Psoriasis with DECONGESTANT ... ANTI-INFLAMMATORY 


Allergic Component The contained tar extract in Histar rapidly improves the lymph 
circulation in the skin and lessens the edema accompanying local 
pathology, thus aiding the normal defense forces of the tissues. 


PHYSIOLOGIC SYNERGISM 


The two therapeutic agents in Histar not only appear to potenti- 
ate each other, as indicated by their greater efficacy when applied 
in this combination, but their actions complement each other and 
stimulate and enhance the natural defense mechanism of the body, 
in histamine neutralization and absorption and removal of 
offending infiltrates and exudates. 


Histar is available on prescription through all pharmacies, 
in 2 oz. jars; for dispensing, in 1 lb. jars through surgical 
supply dealers. Physicians are invited to send for litera- 
ture (clinical background) and samples. 


*Dews, P.B., and Graham, J.D.P.: Antihistamine Sub- 
stance 2786 R. P., Brit. J. Pharmacol. 1:278 (Dec.) 1946. 
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Physical Medicine (Continued) 


is a basic principal known to everyone who treats 
peripheral occlusive vascular disorders. 

The use of bed rest is highly effective in pa- 
tients who complain of severe pain at rest or 
during a short walking distance and those with 
trophic changes such as ulcerations, blebs or 
gangrene. The environmental temperature is 
maintained at 85 F. at which temperature maxi- 
mum vasodilatation seems to occur. Activity 
in bed is encouraged to avoid the hazards inci- 
dent to two to three weeks of bed rest. 

Buerger’s exercises as described by him are 
practiced to improve circulation with the excep- 
tion that local heat is not applied to the legs 
while in the resting horizontal position. Neu 
and Reedy prefer to use reflex heat by means of 
electric heating pads or hot water bottles to the 
abdomen. ‘The heating mechanism is maintained 
during the complete exercise period. 

The use of heat to the extremities in inter- 
dicted because of the practical problem of secur- 
ing absolutely controlled temperatures. If this 


could be assured then local measured heat would 
be acceptable. 

The vasodilating agents chiefly used by these 
authors in the past several years have been 
Priscoline and whiskey, often prescribed con- 
comitantly during the same day. 

The authors feel that the problem of peripheral 
arterial insufficiency will become more common, 
and that the diagnosis of this condition can be 
made accurately by simple measures in the great 
majority of instances. Success should not de- 
pend upon a single agent for treatment, but 
emphasis should be upon the employment of a 
regime of useful measures which can add com- 
fort and perhaps years to the life of the patient, 


TEAMWORK IN THE RHEUMATIC 

DISEASES 

A.G. Timbrell Fisher. 
NAL PHYSICAL 


August 1951. 
The need for the closest cooperation between 


In THE BRITISH JOUR- 
MEDICINE, 14:8 :169, 
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THE MARY POGUE SCHOOL 


Complete facilities for training retarded and epileptic children edu- 
cationally and socially. Pupils teacher strictly limited, Ex- 
cellent educational, physical an 

Recreational facilities include riding, group games, selected movies 
under competent supervision. 


Separate buildings for boys and girls under 24 hour supervision 


of skil 


G. H. Marquardt, M.D. 


occupational therapy programs, 


personnel. 
Catalog on request 


Barclay J. MacGregor 
Medical Director Registrar 
33 GENEVA ROAD, 


WHEATON, ILLINOIS 
(near Chicago) 


Physical Medicine {Continved) 
the physician, whether consultant or general 
practitioner in charge of the rheumatic patient, 
and other members of the team such as the ortho- 
pedic specialist, the physical therapist, the bio- 
chemist, bacteriologist, psychologist and others 
too numerous to mention is, as most people are 


now aware, of vital importance. ‘The physical 


therapist is one of the most important members 
of the team, and this fact is now almost univer- 


sally admitted. 

The closest cooperation between the physician 
or orthopedic specialist who prescribes physical 
treatment and those who administer it is ex- 
tremely important. In orthopedic cases Fisher 
has found that it greatly increases keenness and 
efficiency if the physical therapist is present at 
any orthopedic operation upon a patient who has 
previously been under her care and if the princi- 
ples of any after-treatment are explained. This 
particularly applies to manipulative operations. 


In those hospitals where a practitioner of physi- 


cal medicine exists, similar full and frank dis- 
cussion is desirable, 

Physical treatment is not only of immense 
value, either before or after orthopedic opera. 
tions, but invaluable as a concomitant to “med- 


ical” treatment. Wasting and deformity are not 
so dramatic in the chronic ambulatory patient 


as in the acute patient, but they undoubtedly 
occur, often very insiduously, and with very few 
exceptions the help of the department of physical 
therapy always should be sought, There are very 
few cases where such treatment is not of definite 
value and the results of purely medica) treatment 
definitely enhanced. It is necessary to emphasize 
these points strongly because one not infrequently 
sees patients who have been treated for long 
periods by purely “medical” treatments—drugs, 
vaccines, and so forth—and whose condition 
could have been greatly bettered if physical 
therapy had been given simultaneously. 


ELIXIR BROMAURATE 


GIVES EXCELLENT RESULTS 


GOLD PHARMACAL CO. 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 3 to 4 houm 


Prescribed by Thousands of Doctors 
NEW YORK CITY 
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RoENTGEN ANATOMY by David Steel, M.D. St. John’s 
Hospital & Evangelical Deaconess Hospital, Cleve- 
Jand, Ohio. Chas. C. Thomas, Publisher, Springfield, 
Illinois, 1951, Published simultaneously in British 


Commonwealth of Nations by Blackwell Scientific 
Publications, Oxford, England. 


This book of 108 pages is exactly what its title pro- 


claims, a Roentgen anatomy. 


The radiograph secured by the exposure of the vari- 


ous parts of the human anatomy is shown on the right 


hand page. On the opposite page is a diagrammatic 


drawing depicting each line or shadow and these are 


numbered. Beneath the cuts are listed the anatomical 


names of the various structures visualized, numbered 
to correspond with the diagram. 

The volume offers a quick reference in the expla- 
nation of any certain shadows, 

The foreword explains the author’s purpose: “It is 
hoped that a standard of Roentgen anatomy will be 
reached similar to that already realized in given anato- 
my.” 

The work is in Spanish as well as English. 

The reproductions of the x-ray films are practically 
flawless. The explanatory diagnoses are easily under- 
stood and every line or marking on the film is indicated. 
All of the presentations are of normal bones and joints. 
Soft structures in the chest, the respiratory and the 
circulatory systems (therein) are the only soft tissues 
shown. 

No explanation of how to position the part x-rayed 
is given, Nothing pathological is shown. 

The book is composed of 54 plates and 54 drawings. 

One has to see this book to appreciate the painstaking 
care of the author, engravers, and printers in reproduc- 
ing the 108 superb plates. 

Truly a Roentgen anatomy. 


BOOK REVIEWS 


An ArtLas or NorMAL RaplocRApHic ANATOMY: By 
Isadore Meschan, M.A.M.D., Professor and Head 


of the Department of Radiology, University of Ar- 
kansas School of Medicine. With the assistance of: 


R.M.F. Farrer-Meschan, M.D.B.S., (Melbourne, 


Australia). 593 pages, 1044 illustrations on 362 

figures. Philadelphia and London: W. B. Saunders 

Company, 1951. Price $15.00. 

This Radiological Anatomy, the work of Dr. Isadore 
Meschan is a most practical book and will be recognized 


as one filling a decided need, and as one of quite definite 


value. 


This work is based on the fact that now it is recog- 


nized that some knowledge of the fundamentals of 
Radiology is a requirement for any medical practice and 
not for the practice of just a few highly trained spe- 
cialists. With this in the reader’s mind the author 
must be complimented. 

The many illustrations are excellent. Reproductions 
of films, diagrammatic drawings are well presented. 
Many positions with full diagrams for raying various 
parts of the anatomy, in various positions are well 
shown, Many x-rays are shown dealing with a single 
bone showing the technique for obtaining good views 
of all of that bone’s surfaces, its borders and contour. 
An interesting item is the serial drawings showing 
centers of osification and their development and growth 
at various ages. For instance in the hand this is de- 
picted from the age of 27 months through 9 years, all 
on one page. 

The x-ray reproductions of the temporal bone have 
seldom if ever, been equalled in the presentation of the 
anatomy, and the relative positions of its many char- 
acteristics. As a result of this the anatomy of the eat 
is superbly presented. At the same time one finds spe- 
cific directions for positioning of the patient and the 


(Continued on page 66) 
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it’s the influence 


of cod liver oil 


that makes the great difference in 


DESITIN 


hemorrhoidal 


SUPPOSITORIES 


the hemorrhoidal 
patient may sit, move 
and walk in greater comfort 
as Desitin Hemorrhoidal Suppositories with 
Cod Liver Oil act promptly to... , 
e relieve pain and itching 

e minimize bleeding 
Prescribe Destin Su» @ reduce congestion 
pruritus ani, uncomplicated cryptitis, papil- - @ guard against trauma 


litis, and proctitis. 
@ promote healing by virtue of their con- 
tents of high grade crude Norwegian cod liver oil, rich 
Composition: crude in vitamins A and D and unsaturated fatty acids (in 


Norwegian cod liver oil, proper ratio for maximum efficacy). 
lanolin, zinc oxide, bis- 


muth subgallate, balsam 
peru, cocoa butter base. samples 


No narcotic or anes- 


thetic drugs to mask 
DESITIN CHEMICAL COMPANY @ 
positories. 70 Ship Street e¢ Providence 2, R. I. 
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THE WOODS SCHOOLS 


for exceptional children. . . 
founded in 1913 


Our function is to train and educate the excep- 
tional child and to help him and his parents 
find a reasonable adjustment in accordance with 
individual capacities and needs. 

Special treatment prescribed by the family phy- 
sician, pediatrician, psychiatrist, or consultant 
faithfully followed, with reports submitted reg- 
ularl 


Send for literature and catalog. 


THE WOODS SCHOOLS 


Langhorne 18, Pa. Mollie Woods Hare, founder 


DOCTOR.... 
IS THIS ONE OF YOUR PATIENTS? 


(Cast from a children’s dental clinic show- 
ing maloclusion due to thumb sucking) 


WHEN TREATMENT IS INDICATED TO 
DISCOURAGE THUMB SUCKING 


Order from your supply house or pharmacist 


JUST OUT! 


systemized outline of 
re- and postoperative orders 
or the surgical patient. 


SURGICAL CARE 


(Pre- and Postoperative Management) 


by 
RAYMOND W. McNEALY, M.D. 
and 
JACOB A. GLASSMAN, M.D. 


Surgical Care — Contains a 
new and practical system of 
pre- and postoperative orders. 


Surgical Care is a crystallization 
of long experience in the details 
of surgical management. 

Surgical Care — is presented 
with unusual clarity and brevity. 


‘BOOK REVIEWS (Continued) 
central ray to obtain whatever view is desired. This 
last holds for practically all portions of the human 
body that might come to x-ray. 
The book is excellent. 
OB. 


DISEASES OF THE Ear, NosE AND THROAT, a textbook 
of CLINICAL AND LABORATORY PROCEDURES: by 
Georges Portmann, M.D., Professor of Oto-rhino- 
laryngology at the University of Bordeaux; Dean of 
the School of Medicine and Pharmacy of the Uni- 
versity of Bordeaux; Surgeon at the Hospital of 
Tondu, Bordeaux; Surgeon at the Hospital Leopold 
Bellan, Paris. Translated by Fernand Montreuil, 
M.D. and Jules G. Waltner, M.D., College of Physi- 
cians and Surgeons, Columbia University (New 
York). Baltimore: THE WILLIAMS AND WIL- 
KINS COMPANY, 1951. $20.00. 

This is an excellent textbook, written by a fine 
teacher for the post graduate student, the general 
practitioner and the otorhinolaryngologist. 

The book has an unusually large number of photo- 
graphs and drawings, many of them in color. The 
pages have two columns and the type is easily read. 
The contents are divided into auricular apparatus; 
nasal cavities; mouth and pharynx; larynx, trachea 
and bronchii; esophagus; and, laboratory methods in 
otolaryngology. This last section deals with special 
and general tests of the ear, nose and throat. Each 
of the other sections is divided into anatomy, physiology, 
indirect examination and direct examination. 

The author is the Georges Portmann who has been 
the Chief of the Department of Otorhinolaryngology 
at Bordeaux Medical School for over thirty years. 
In 1927 he was guest lecturer at the meeting of the 
American Medical Association; in 1947 he was guest 
lecturer at the U.S. Naval Medical Center. Doctor 
Portmann is editor of one of the oldest medical monthly 
publications in Europe and is the author of numerous 
articles and books on otorhinolaryngology. 

The subject matter is in able and competent hands and 
is thoroughly and capably presented in a comprehensive 
and interesting manner. 


BOOKS RECEIVED 


ORDER CO IN: 


Graduate-Press, Inc., Dept. A, 
2200 Maywood Drive Enclose Check or 
Maywood, Illinois Money Order. 


Send me—copies of Surgical Care at $5 ea. 
Name 
Address 

City. Zone——State-—————_ 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


MoperN ELECTROCARDIOGRAPHY. Volume 1. The P-Q- 
R-S-T-U Complex. By Eugene Lepeschkin, M.D., 
Assistant Professor of Experimental Medicine, Uni- 
versity of Vermont College of Medicine. Foreword 
by Frank N. Wilson, M.D.. Professor of Medicine, 

(Continued on page 68) 
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Salcedrox is highly useful whenever salicylates are indicated 


—in arthritis, rheumatoid involvements, neuromuscular 
pains and rheumatic fever. 


The buffered sodium salicylate is more easily tolerated 
than salicylate alone—virtually abolishes gastric up- 
set, even with massive dosage. Calcium ascorbate 
helps counteract the increased ascorbic acid excre- 
tion usually encountered in rheumatic states and 

in salicylate therapy. 

LITERATURE AVAILABLE ON RE- 


Each Salcedrox tablet contains: 


Sodium Salicylate , , ,5 gr. (0.3 Gm.) 
Aluminum Hydroxide 
Gel, dried,....... 2 gr. (0.12 Gm.) 
Calcium Ascorbate , , ,1 gr. (60 mg.) 
(equivalent to 50 
mg. ascorbic acid) 
Calcium Carbonate, , ,1 gr. (60 mg.) 


S. E. MASSENGILL saistot, TENNESSEE 
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NERVOUS and MENTAL DISEASE 


FOR MILD CASES FOR SEVERE CASES 


MICHELL MY MICHELL 
FARM SANATORIUM 


Licensed by State of Illinois - 


INFORMATION ON REQUEST 
106 North Glen Oak Ave., Ph. 3-5179, Peoria, Ill. 


University of Michigan Medical School. The Wil- 
liams & Wilkins Company, Baltimore, 1951. $12.00. 
THE TEMPOROMANDIBULAR JoINT, By Bernard G. Sarnat. 
Charles C. Thomas, Publisher, Springfield. $4.75. 
Mepicat Mitestones. By Henry J. L. Marriott, M.D. 
Foreword by Sir Alexander Fleming. The Williams 
& Wilkins Company, Baltimore. $3.50. 


WILLIAMS & WILKINS NOW HAVE 
NELSON BOOKS 


The Williams & Wilkins Company, publishers of 
medical books and periodicals, of Baltimore, Maryland, 
have purchased the medical book publishing business of 
Thomas Nelson & Sons, of New York City. All 
orders for Nelson Medical books will be filled from 
Baltimore. 

It is planned to continue the going titles with a 
gradual change to The Williams & Wilkins imprint 
as reprintings or new editions appear. Prominent 
among the Nelson books are the famous Diagnostic 
Roentgenology, edited by Doctor Ross Golden, and the 
annual Monographs on Surgery, edited by Doctor B. 
Noland Carter. 

The 1951 renewal pages for Diagnostic Roentgenology, 
available soon, will consist of Radiologic Diagnosis 
of Diseases of the Chest, by Doctor C. B. Rabin and 
Roentgenologic Diagnosis of Diseases of the Spinal 
Cord, by Doctor E. H. Wood. The Monographs on 
Surgery-1952 will soon be ready. 


LIPPINCOTT TO DISTRIBUTE UNIVERSITY OF 
CHICAGO PRESS BOOKS 


Appointment of the J. B. Lippincott company of 
Philadelphia as sole distributors of subscription editions 
of University of Chicago Press medical publications 
is announced by the Press. The agreement became 
effective January 1. 

Under the agreement Lippincott will have exclusive 
distribution in the United States and Canada for the 
subscription editions. Titles to be designated as sub- 
scription editions will be mutually selected. The books 
will be sold by solicitation to resident and_ practicing 
physicians, surgeons, interns and hospital and nursing 
school libraries. 

The sales program will not affect the Press’ dis- 
tribution of titles for text use and to dealers and 
bookstores. The Press will continue as the source 
of this distribution. 

Lippincott will handle all promotion and space and 
direct mail advertising on the titles selected for sub- 
scription sales. The agreement, however, permits both 
organizations to exhibit the same titles at medical and 
nursing meetings. 

The subscriptions sales will first offer six University 
of Chicago Press publications: E. Potter and F. 
Adair: Fetal and Neonatal Death; R. Schindler: 
Gastroscopy; P. Weiss: Neurology; S. Soskin and 
R. Levine: Carbohydrate Metabolism; F, Fromm- 
Reichmann: Principles of Intensive Psychotherapy; 
and P. Schafer: Pathology in General Surgery. 


2828 S. PRAIRIE AVE. 
CHICAGO 16 


Phone CAlumet 5-4588 
Registered with the American Medical Association, 


MENTAL and NERVOUS DISORDERS 
featuring all recognized forms of therapy including — 
ELECTRONARCOSIS 


NEWEST TREATMENTS FOR ALCOHOLISM 


FOR THE DIAGNOSIS AND TREATMENT OF 


ELECTRIC SHOCK 
HYPERPYREXIA 
INSULIN 


J. DENNIS FREUND, M.D. 
Medical Director and Superintendent 
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FOR INFANT FEEDING 
PROVIDES A NUTRITIONALLY 
ADEQUATE* FORMULA 
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PROTEIN 

Baker’s Modified Milk supplies 3.5 to 4 grams 
of milk protein per kilogram of body weight 
per day when the total feeding is 214 fluid 
ounces of normal strength dilution** per pound 
of body weight. The milk protein in Baker’s 
also provides adequate amounts of all the 
essential amino acids. 


CARBOHYDRATE 

The carbohydrates in Baker’s Modified Milk 
are lactose and dextrose. The dextrose which 
requires no digestion is readily assimilated. 
The lactose is slowly digested and absorbed. 
This combination of sugars is less likely to lead 
to digestive disturbances than if a single sugar 
were used. The carbohydrate content (7% at 
normal dilution**) provides adequate calories 
to spare the protein for its normal function of 
tissue building and repair. 


FAT 


The fat-carbohydrate ratio (ap- 
proximately 1:2) is adequate to 


Made from Grade A Milk (U.S. 
Public Health Service Milk Code) 
which has been modified by 
replacement of the milk fat 
with vegetable and animal fats 
by the addition of carbohy- 
drates, vitamins and iron. 


BAKER’S MODIFIED MILK 
Fal AND 
INC. NUTRITION 


THE BAKER LABORATORIES 


Main Office: Cleveland, Ohio 
* Plant: East Troy, Wisconsin 


For February, 1952 


insure proper fat metabolism. The butter fat 
has been replaced by other fats containing 
less of the undesirable very low and very 
high molecular weight fatty acids. The 
added fats have also been selected to provide 
adequate amounts of the essential unsaturated 
fatty acids. 


MINERALS 
Baker’s Modified Milk contains an adequate 
mineral content with the calcium-phosphorus 
ratio falling within the optimum range (1.3 
to 1). Since cows milk contains only a trace of 
iron, sufficient iron ammonium citrate has 
been added to supply 7.5 milligrams of iron 
per quart of normal dilution.** 


VITAMINS 


Baker’s Modified Milk supplies adequate 
amounts of all recommended vitamins except 
Vitamin C. 


These are the reasons why infants 
thrive on Baker’s Modified Milk—a 
nutritionally adequate* formula. 


* 


*When fed in normal quantities, 
provides amounts of proteins, 
vitamins (except C), minerals 
and essential unsaturated fatty 
acids equal to or exceeding 


POWDER and LIQUID 


Division Offices: Atlanta, Dallas, Denver, 
Greensboro, N. C., Los Angel 


the daily recommended allow- 
ances of The Food and Nutri- 
tion Board of the National 
Research Council. 


**Dilute with equal parts of water. 
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Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE TES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
of Surgeons 


Winnetka 6-0211 


SUITS FOR MALPRACTICE 


Malpractice suits are unpleasant and fre- 
quently embarrassing. It would be wise for doc- 
tors to memorize and keep in mind the three 
precepts which, if obeyed, will prevent a verdict 
of guilty in such suits: (1) sufficient knowledge 
and skill, (2) due diligence, and (3) best judg- 
ment. 

The amount of knowledge and skill must equal 
that possessed by the average doctor in the com- 
munity in which the doctor is practicing, or of 
a like community in size and education. He must 
conform with the recognized method of diagnosis 
and treatment practiced by other doctors, and 
he may not experiment with his patients. He 
should recognize his limitations and seek advice 
from other doctors when his limitations are 
reached. 

Neglect to use X-rays and other recognized 
laboratory tests would show a lack of due dili- 
gence. Due diligence means that he must keep 
himself informed at all times regarding the con- 
dition of his patient and he must see his patient 
frequently enough to insure this contingency. 
He must adjust casts and other surgical appara- 


Grant Hospital Isotope Laboratory 


GRANT HOSPITAL 
551 Grant Place, Chicago 14, Illinois 
Diversey &-6400 
Lindon Seed, M. D., Director 
Bertha Jaffe, M. D., Technician-in-Charge 
Theodore Fields, B. S., Consulting Physicist 


RADIOACTIVE IODINE IN THE DIAGNOSIS 
AND TREATMENT OF DISEASES OF THE THYROID 
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tus, and he must vary medication according to 
the exigencies of the case. 

Best judgment requires that the doctor must 
not prescribe for a patient if the doctor is under 
the influence of alcohol or other drug, or if the 
doctor’s health is such that clear thinking is 
interfered with. 

Adherence to the principles I have just out- 
lined does not, of course, prevent the institution 
of law suits for malpractice. Anybody can sue 
anybody for anything and cause loss of time and 
money and unwelcome publicity. In recent years 
the number. of doctors who have been used for 
malpractice has increased to such an extent that 
the premiums which doctors must pay to in- 
surance companies for this kind of protection 
has become almost prohibitive. Medical societies 
are advising their members about what they can 
do to alter this situation, which at this time is 
out of hand. 

The devotion of the patient to his doctor, and 
vice versa, which has been the theme of song 
and story in the past, seems to have gone the 
way of the old soldier. It has been replaced, in 


(Continued on page 72) 
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penicillin therapy 
with 


concentrated convenience for infants 


Pen-Drops’ 


100,000 units Potassium Penicillin G per cc. 


highly concentrated oral penicillin liquid 


bottles of 10 cc. 


elixir-ease for children and adults 


Liquapen’ 


250,000 units Potassium Penicillin G per 
teaspoonful (5 cc.) 

effective dosage: 2 teaspoonfuls 

3 or 4 times daily—permits normal eating 
and sleeping schedules 


bottles of 50 cc. 


readily accepted by all patients—avoids the discomforts of parenteral therapy 


*Trademark 


Antibiotic Division Pfizer CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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JACKSONVILLE, ILLINOIS 


Address 
Communications 


TheNORBURY SANATORIUM 


For the Treatment of Nervous and Mental Disorders 


DR. ALBERT H. DOLLEAR, Superintendent 
DR. FRANK GARM NORBURY, Medical Director 
DR. SAMUEL N. CLARK, Physician 
DR. HENRY A. DOLLEAR, Physician 
THE NORBURY SANATORIUM, Jacksonville, Illinois 


INCORPORATED and LICENSED 


Malpractice (Continued) 
many instances, by a cold, over-the-counter 
transaction, involving cash for the doctor and 
an insistence of value received for the patient. 
The mutual trust and confidence is not present 
often enough. Patients run from one doctor to 
another often during the same illness; five mem- 
bers of a family are attended by five different 
doctors. There is very little patient-doctor 
loyalty, and it follows that the doctor’s interest 
will lag in the welfare of a patient who may con- 
sult someone else tomorrow. Fees charged by the 
doctor are often considered unreasonable by the 
patient, and suit is threatened because of this 
dissatisfaction. More tact is cailed for on both 
sides. After a while mutual resentment is born 
and sooner or later a charge of malpractice 
against the doctor. If a settlement is made out 
of court in an unworthy case in order to avoid 
publicity, the patient tells his friends, who wait 
for an opportunity to follow suit, and so the 
snowball continues to roll downhill. If the three 
precepts given have been followed no doctor 
should compromise a suit for malpractice. The 


publicity involved is unpleasant but not usually 


harmful to the doctor. His name is displayed in 
bold type; his friends are indignant and think 
up more reasons why he is a good doctor. His 
enemies have not had their opinions changed, and 
many people in the community who had _ not 
heard of him become familiar with his name. 
Have you noticed how ephemeral news, any 
news, is in this day and age? Newspapers play 
up big stories, and they are forgotten by the 
public in a week. I think suits against doctors 
are not entirely disadvantageous. However, this 
is no reason why we should not try to reduce their 
number, and we can do so in many ways. Here 
are some of them: 

1. Many lawsuits begin with an unkind re- 
mark (sometimes by the shrug of a shoulder) 
by another doctor. Doctors should follow the 
Golden Rule with each other and remember 
that under the same circumstances his result 
might have been just as poor as was his col- 
league’s. 

2. Doctors should refuse to listen to deroga- 


tory remarks about another doctor. Patients who 


(Continued on page 76) 


Edward Sanatorium 
FOR THE TREATMENT OF TUBERCULOSIS 


Jerome R, Head, M.D.—Chief of Staff 
Ideally situated — beautiful landscaped surroundings — modern buildings and equipment 
A-A rating by Illinois Department of Health 


Full approval of the American College of Surgeons 
Active Institutional member of the American Hospital Association 


For detailed information apply to— 


Business Office at the Sanatorium 


NAPERVILLE. [ILLINOIS 
(30 miles west of Chicago) 


Est. 1907 by Dr. Theodore B. Sachs 


Telephone 
Naperville 450 
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eoe Prop Up 
os || sagging will power 


Obese patients often become dissatisfied and cross under 
the prescribed low calorie diet...their will powers sag, 
their appetites gain the upper hand. Sound obesity manage- 
ment gives sagging will power the prop it needs... and 
guards against nutritional imbalance. 


AM P LUS, containing dextro-amphetamine sulfate, the most 
effective anoretic drug...and 8 vitamins and 11 minerals 
and trace elements ...curtails appetite and rapidly corrects 
the harassing symptoms of vitamin and mineral deficiencies. 


IN ONE CAPSULE For Sound 
EXTRO- AMPHETAMINE SULFATE. . mg. 
OBESITY 


COBALT. 
COPPER mg Management 


HODINE mg 


3.33 mg. 


MANGANESE 0.33 mg. 
“MOLYBDENUM 0.2 mg. 
MAGNESIUM... 2mg. 
PHOSPHORUS 187 mg. 


POTASSIUM. 
0.4 me. Available at all Prescription Pharmacies 


VITAMIN A U.S.P. Units 
VITAMIN D 400 U.S. P. Units 


THIAMINE HYDROCHLORIDE 


RIBOFLAVIN. 


PYRIDOXINE HYDROCHLORIDE 


MIACINAMIDE, 


J.B. ROERIG AND COMPANY 
536 N. Lake Shore Drive + Chicago 11, Ill. 
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2 mg. 

0.5 mg 

| 20 mg. 

ASCORBIC ACID) S mg 


5700 N. Ashland Ave. 
1. Pilot, M.D., Director 


RADIOACTIVE IODINE: 
DIAGNOSIS and TREATMENT 
of THYROID DISEASES 
BLOOD VOLUME STUDIES 
LOCALIZATION of BRAIN TUMORS 


RADIOISOTOPE LABORATORY 


EDGEWATER HOSPITAL 
Chicago, Illinois 


Theodore Fields, B.S., Physicist 
RADIOACTIVE PHOSPHORUS: 


RADIOACTIVE GOLD: 


Uptown 8-6000 
M. Mahaffey, R.N., Technician 


TREATMENT of POLYCYTHEMIA 
VERA, LEUKEMIA, etc. 


INTRAPLEURAL AND INTRAPERI- 
TONEAL APPLICATION 


Classified Ads 


RATES FOR CLASSIFIED ADVERTISEMENTS—For 30 words or less: 1 
insertion, $3.00; 3 insertions, $8.00; 6 insertions, $14.00; 12 insertions, 
$24.00; from 30 to 50 words: 1 insertion, ot 00; 3 insertions, $10.50; 
6 insertions, $20.00; 12 insertions, $30. Extra words: 1 insertion 
10c each; 3 insertions, 25c each; 6 conten, 40c each; 12 insertions, 


5Oc each. A fee of 25¢ is charged for those advertisers who have asnwers 
sent eare of the Journal. (Cash in advance must accompany copy. 


WANTED: Radiologist-Board Certified, 36, 3 years Military Service, Cate- 


gory 4, Married, Licensed Illinois: Desires’ position with hospital, clinie, in- 
dividual or as associate. Dr. Edwin I. Hirsh, 3638 W. Polk St., = 


24, Illinois, Van Buren 6-0750, 


WANTED: Physician with some psychiatric experience, at State Hospital; 
$8,000 and family maintenance. Apply Superintendent, State Hospital, 


Madison, Ind. 


12TH CENTURY VIEW OF 
MENSTRUATION 

St. Hildegarde (1099-1179) wrote Causae et 
Curae, a mixture of folk medicine and the 
strangest mysticism. Menstruation was said to 
be influenced by the moon. It occurred because 
woman was more humid than man and also to 
atone for Eve's original sin. Virgin menstrual 
blood was believed to be lighter than that of the 
non-virgin. All the organs participate in men- 
struation, The premature cessation of menstrua- 
tion in the phlegmatic woman produces hair on 
the chin, psychosis, spleen disease, hydrops and 
ulceration. Choleric women have “strong” 
menses, a “strong” uterus and are fertile; when 
their menses cease early, they develop paralysis, 
derangements of the body humors, liver, dis- 


eases and black breast tumors. Melancholie 
women have abnormal menses and are sterile; 
with premature cessation of menstruation they 
develop gout, backache, kidney pains, swelling 
of the entire body and mental derangements, 
James V. Ricci, M.D., “The Genealogy of Gy. 
naecology,” The Blakiston Co., Philadelphia, 
1951. 


Malpractice (Continued) 
make them will probably use them against you 
to the next doctor. 

3. Doctors should not accept patients who are 
under treatment by another doctor, until they 
are certain that the first doctor has been dis- 
charged. 

4, Remember that when we knock another 
doctor to a patient, we are knocking the whole 
profession. 

5. We should all register with the Medical 
Society on a panel of expert witnesses and be 
ready to give our time and prestige in defense of 
another doctor whom the Society has found guilt 
less of malpractice after investigation of the ait 
cumstances. 

6. Careful records should be assiduously kept; 
they may be very useful. 

James A Gannon, M.D., F.ACS. 
*Medical Annuals of the Distriet of 
Columbia Nov. 1951. 


FOR DYING ACCOUNTS 


The Agency in Your Town Which is a 


ILLINOIS COLLECTORS ASSN — AMERICAN COLLECTORS ASSN | 
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